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His long list of at- 
tributes would be a pride 
to anyone. Twenty-six years of 
practical experience in the optical field, and yet 
with more than an insight into scientific prob- 
lems; years spent in the surface room and on the 
bench; a thorough understanding of business 
fundamentals; a college graduate with several 
degrees; a dispenser, a mechanic, and an all 
around good optical man with practical and 
proved ideas. Who is this remarkable individ- 


ual? Certainly it can’t be any one person, and 


(Biggs Optical Company ) 
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isn’t! But it does gi 
you an idea of the experien 
placed at your command through a Rig 
Representative who, with his organization 
hind him, is constantly at your disposal to se 
you in that manner which you feel will be m 
helpful and profitable to you. ... If at presem 
you don’t know your Riggs Representative w 
it’s to your advantage to get acquainted. 


how he can serve you and how you can profit § 


the willing, dependable service he represe 


| 

| / 4 

| 

4 

\ 

| } 

| 
| 
{ 
| | 
| 
| 

i 
| 


yerien 
| Rigg 
ion 
to serv 
mos 
presen 
ve well 
od. 
rofit 


resent 


VOLUME 17 


JUNE, 1934 


AMERICAN JOURNAL OF OPHTHALMOLOGY 


NUMBER 6 


THE OCULAR FINDINGS IN A SERIES OF 
INTRACRANIAL FIBROBLASTOMATA 


T. B. Hottoway, M.D. 
PHILADELPHIA 


This is an analysis of the ophthalmic signs and symptoms of fifty-five verified cases of 
intracranial fibroblastomata. Group studies are submitted as these relate to the various 
affected portions of the brain. Read before the Section on Ophthalmology, New York 
Academy of Medicine, February 20, 1933. From the Department of Neurosurgery and 
Department of Opthalmology, School of Medicine, University of Pennsylvania. 


The present comments concern a 
type of intracranial tumor that has been 
designated in the past by a number of 
different terms, but in recent years has 
been more commonly known as men- 
ingioma, or fibroblastoma; if you pre- 
fer, meningeal fibroblastoma, as sug- 
gested by Penfield. 

These growths are frequently en- 
countered in all neurosurgical centers 
and painstaking contributions to this 
subject have been made by Cushing, 
Holmes and Sargent, Elsberg, Frazier, 
and others. As to frequency, among 
intracranial tumors Cushing’s and Els- 
berg’s figures are essentially the same, 
namely, 13.4 and 13.2 percent. 

It is not my intention to discuss the 
pathology of these tumors, in fact I 
am not qualified to do so, but some 
mention must be made of their points 
of origin. In 1922, Cushing dwelt espe- 
cially on this phase and referred to the 
earlier observations and the later work 
of Schmidt, Weed, and Aoyagi and 
Kyuno. As the result of these studies 
the origin of these tumors was attrib- 
uted to certain clusters of mesothelial 
or arachnoid cells that existed in rela- 
tion to the arachnoid villi. Aoyagi and 
Kyuno described these cell clusters as 
situated about the crista galli, the su- 
perior sagittal and transverse sinuses, 
around the hypophysis, sella turcica, 
the plexus basilaris and practically all 
of the cranial nerves. Later, Penfield 
referred to the tumors as arising from 
the specialized connective-tissue cells 
of the arachnoid and since in certain 
instances there may be no demonstra- 
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ble origin from the arachnoid, he pre- 
ferred to speak of them as meningeal 
fibroblastomata. Concerning this, Els- 
berg has expressed the opinion that the 
origin of the cells from which these 
tumors arise must be sought before 
the final blastemic condensation of cells 
that are to form the several membranes 
of the brain. At that time certain cells 
usually resulting in arachnoid tissue 
may have become improperly aligned 
and have remained with those cells des- 
tined to become pia or dura. 

These growths are usually more or 
less globular and encapsulated and vary 
somewhat in consistence and vascu- 
larity. At times they occur en placque 
or as multinodular growths. Occasion- 
ally they are multiple. They are of slow 
growth and tend to displace the cortex 
greatly, and while the sulci may be in- 
vaded, no actual infiltration of the 
brain occurs, although there may be a 
superficial atrophy of the convolutions 
as the result of prolonged compression. 
From what has been said about the 
origin of these growths, it may be sur- 
mised that both sides of the brain may 
be involved, not only at the base, but 
frequently by those growths arising 
from the falx, as many of them do. 
Such a growth may be present for a 
number of years before giving rise to 
frank symptoms or producing a rise 
in intracranial tension, and when the 
latter has developed it frequently is not 
so marked as the size of the growth 
would seem to warrant. 

It is now well recognized that a 
thickening of the bone overlying or un- 
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derlying these growths frequently oc- 
curs, so that definite asymmetry of the 
skull may result. It is interesting to 
note that in this series one patient, ob- 
served in 1905, had a growth involving 
the lower anterior aspect of the tem- 
poral lobe with thickening of the ad- 
jacent bone. If the bone in this case had 
been examined microscopically the 
question of whether the hyperostosis 
were due to trauma and other factors 
or were dependent upon tumor invasion, 
as has been discussed by Spiller, Cush- 
ing, Penfield, Kolodny and Winkelman, 
might have been superfluous. However, 
at that time very little was known con- 
cerning these growths; it was but a few 
years after Mills had localized his first 
fibroblastoma and had seen its success- 
ful removal. But not only may inspec- 
tion and palpation aid in the clinical 
study of these cases but the remaining 
member of the triad, namely ausculta- 
tion, also may be of service. In certain 
cases a definite systolic bruit may be 
heard, either localized or general over 
the whole skull. Schreiber has recorded 
the history of four such cases but no 
one satisfactory explanation has been 
found. 

The following comments concern 55 
cases among 73 verified fibroblastomata 
observed on the neurosurgical service 
of Dr. Charles H. Frazier at the Uni- 
versity Hospital. Of this group 21 in- 
volved the frontal lobe, 19 were tem- 
poral, 6 parietal, and 9 occipital. The 
cases were quite evenly divided as to 
sex; 25 were in males and 30 in fe- 
males. As to age, the youngest patient 
was three years of age, the oldest sixty- 
five. The greatest number occurred in 
the fourth decade of life; between the 
ages of 21 and 30 years there were 9 
cases; 19 between 31 to 40; 11 between 
41 to 50; while between 51 to 60 years 
there were 9 cases. In other words 87.3 
percent of the cases occurred between 
the ages of 21 and 60 years, inclusive. 
The average age for the whole group 
was 37.5 years. 

Initial symptoms: Here, as so fre- 
quently happens in other intracranial 
growths, headeche and impaired vision 
were conspicuous as the initial symp- 
toms. In 14 instances headache devel- 
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oped first, impaired vision was first in 
12 patients, while an approximate si- 
multaneous onset occurred in 5 in- 
stances, a total of 31 or 56.4 percent. 
In other instances convulsions, motor 
or sensory disturbance, aphasia, visual 
hallucinations, and tinnitus or impaired 
hearing constituted the initial symp- 
tom; the most frequent of these was 
the first named. A number of these pa- 
tients had been under observation for 
their eyes prior to admission and in one 
instance the refraction of the patient 
had been tested four times. Certainly 
no competent ophthalmologist in this 
day would test the refraction of a pa- 
tient without making a fundus exami- 
nation and if disc changes were found 
a field test would be made. But that is 
not sufficient ; if headache and impaired 
vision should persist after a previous 
examination by a competent ophthal- 
mologist, a field test would seem to be 
indicated, even in the presence of ap- 
parently healthy discs and maculae. 

Ocular signs and symptoms: For one 
reason or another, such as blindness, 
the mental condition of the patient, and 
aphasia, it was impossible to obtain the 
vision in 20 instances. With 12 patients 
the vision was counting fingers or less, 
10 had 6/12 or better, in 8 the vision 
ranged between 6/12 and 6/60, while 
in 5 the vision was better than 6/12 in 
one eye and less than 6/12 in the other 
(table 1). 

Nothing of diagnostic value could be 
elicited from a study of the pupils. I 
have examined many hundreds of neu- 
rologic cases and have never succeeded 
in demonstrating a Wernicke sign by 
methods applicable to ordinary clinical 
work. Exophthalmos and nystagmus 
were noted in 8 cases. Concerning the 
former, 7 occurred in involvement of 
the frontal lobe and 1 in that of the ° 
parietal. Impairment of the ocular 
muscles or facial musculature occurred 
in 18 patients, most frequently affect- 
ing the latter, but not always the or- 
bicularis. As to the discs, papilledema 
was noted in 38 cases, postpapillitic 
atrophy in 7, primary atrophy in 1, and 
in 9 no disc changes were observed. In 
certain of the cases grouped under 
papilledema, atrophy was clearly indi- 
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cated but a definite amount of swelling 
still remained. I have discussed else- 
where how variations in certain nerv- 
ous tissues, bone, arteries, and veins 
might produce a definite influence on 
the onset or extent of the edema of the 
disc that occurs in intracranial growths, 
so this need not be referred to at this 
time. As with the vision, it was im- 
possible to get the fields in certain in- 
stances, to be exact, in 17 cases, while 
in 7 patients the fields were practically 
normal. Concentric contraction was 
present in 12 cases, in 10 there was a 
right and in 3 a left homonymous 
hemianopsia, a quadrantanopsia in 2, 
while in 1 case there was a bitemporal 
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As frequently occurs, a definite per- 
centage of these patients showed vary- 
ing degrees of mental impairment, in 
the sense of lack of concentration, emo- 
tional outbreaks, silliness and whimsi- 
cality, and “tendency to melancholia.” 
Convulsions, irritative symptoms or ac- 
tual paralysis were also conspicuous 
and a definite percentage of the patients 
gave a history of trauma. Needless to 
say, in certain of these cases it was im- 
possible to test the olfactory sense, but 
this was found impaired, on one side 
or both, in about 43 percent. Aphasia 
was present in certain instances and 
one patient had visual hallucinations, 
seeing “playing cards and radios pass- 


Table 1 
FIFTY-FIVE CASES OF FIBROBLASTOMATA 
One eye 
Exoph. Nystag. Win Impossible 
eye worse 
10 5 ve 20 


Papilledema | Postpap. atrophy 


| Prim. atrophy No changes 


| 
| 
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38 7 1 9 
12 10 3 | 6 | 7 | 17 


defect in the red fields. One other pa- 
tient had nothing more than enlarge- 
ment of the blind spots, and another a 
misleading suggestion of a right-in- 
ferior-quadrant defect. Two preopera- 
tive fields in the remaining case were 
interesting because of the possibilities 
of different interpretations. 

Frontal lobe fibroblastomas. It may 
be true that the diagnosis of a frontal- 
lobe tumor may not be difficult in the 
absence of adjacent lesions and after 
the development of certain typical signs 
and symptoms that are now well recog- 
nized, but the fact remains that they 
are not always seen under such favora- 
ble circumstances. In fibroblastoma, 
certain significant x-ray findings would 
be, of course, of additional service. 


ing in review” before him. Headache 
and impaired vision, either alone or in 
association, constituted the initial 
symptom or symptoms in 14 instances. 

Eyes: Among the 21 cases, exoph- 
thalmos in varying degrees was noted 
7 times, and as is usually the case, 
where this was unequal or unilateral 
the prominent eye was homolateral to 
the lesion (table 2). In 3 cases nystag- 
mus was present. Concerning the extra- 
ocular muscles, there was a question- 
able involvement of the lateral rectus 
in one case. Evidences of involvement 
of the facial musculature were observed 
in 8 instances, the lower part of the 
face was the more frequently affected. 
It was impossible to obtain the vision 
in 7 patients, while 7 others were blind 
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or the visual acuity was reduced to 
counting fingers. Three had 6/12 vi- 
sion or better and in 4 patients it 
ranged between 6/12 and 6/60. As to 
the disc manifestations, no alterations 
were observed in 4 cases; 10 had papil- 
ledema and 6 a postpapillitic atrophy, 
giving an incidence of 78 percent for 
past or existing evidence of edema. One 
patient who had a large bilateral basal 
growth had a definite pallor of the tem- 
poral portion of each disc of so-called 
primary type. 

Difficulty with subjective testing 
made it impossible to obtain fields in 
8 of these cases, and in 3 others the 
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hand movements, and counting of fin- 
gers, the greater impairment was homo- 
lateral to the lesion, or in the case of 
a bilateral tumor, on the side of the 
greater mass. One may readily con- 
ceive of conditions where this might 
not be true, but in the majority of cases 
I believe homolaterality prevails. 
Concerning the discs, where papil- 
ledema occurred it was approximately 
equal in the two eyes in 5 cases, and 
where an inequality of 1 D. or more 
existed in the height of the swelling it 
was homolateral in 3 and contralateral 
in 2 cases. The one patient with an 
atrophy of the primary type had a large 


Table 2 


FRONTAL-LOBE FIBROBLASTOMAS 


One eye better | _ | 
6/12 6/12to | Fingers 
Exoph. Nystag. than 6/12; : | Impossible 

or better One eye woree 6/60 | or less | 
7 0 | 4 7 | 7 
Papilledema Postpap. atrophy Prim. atrophy | No changes 

10 6 1 | 4 
Conc. contr. Rt. hom. Lt. hom. . , 
of fields hemian. hemian. | Miscell. | Normal | Impossible 
8 | 0 0 | 2 | 3 | 8 


fields were normal. The predominant 
field was a concentric contraction which 
was present in 8 instances. The fields 
of the remaining two patients have 
been grouped under “miscellaneous” 
and will be referred to later. 

Comments: I have already stated 
that in many instances in frontal 
growths it is impossible to make any, 
not to speak of adequate visual tests, 
but where it can be done I do not be- 
lieve one is apt to find, in the absence 
of a central scotoma, as much inequal- 
ity between the two eyes as occurs in 
temporal-lobe tumors. 

In this series where an inequality ex- 
isted, whether marked, or whether it 
was a differentiation of such lower reg- 
isters as blindness, light perception, 


basal growth arising from the falx and 
extending about equally on the two 
sides. In the present series, a central 
scotoma was not elicited, but when 
such a sign is present it would be in- 
teresting to know its probable duration. 
Curiously enough, a well-defined ring 
scotoma was present as a bilateral man- 
ifestation in one case. In each eye the 
blind spot was included in the scoto- 
matous area (fig. 1). The growth in 
this case was basal and extended on 
both sides, but more on the right, and 
probably arose from the olfactory 
groove. I have had considerable experi- 
ence with brain tumors but this is the 
first time I can recall seeing a ring 
scotoma in a brain-tumor case, with or 
without choked discs. 


Fig. 1 


Fig. 3 


Fig. 8 


Fig. 10 


Fig. 12 
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Fig. 1 (Holloway). Ring scotoma in a case of an- 
terior-fossa fibroblastoma. 

Fig. 3 (Holloway). Same patient as described in fig- 
ure 2, but twelve days later. Suggests early bitemporal 
defect. 

_ Fig. 8 (Holloway). Scotoma bisecting fixation in the 
right and field bisection in the left. 

Fig. 10 (Holloway). Superior-contralateral-quadrant 
defect. 

Fig. 12 (Holloway). Incomplete hemianopsia with 
sparing of the macula. 


Fig. 2 (Holloway). Suggestive of a beginning right 
homonymous hemianopsia. 

Fig. 4 (Holloway). Suggestive of beginning right 
homonymous inferior-quadrant defect. 

Fig. 9 (Holloway). Suggestive of early bitemporal 
hemianopsia. 

Fig. 11 (Holloway). Contraction with right homony 
mous upper- and lower-quadrant defects. Also shows 
changes that occurred during an amaurotic attack. 

Fig. 13 (Holloway). Contralateral hemianopsia with 
sparing of the macula 
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In one patient of this group, the tu- 
mor occupied the floor of the right an- 
terior fossa and extended posteriorly 
to include the anterior mesial half of 
the middle fossa. The right optic nerve 
and chiasm were compressed and 
pushed to the midline, the right optic 
tract displaced posteriorly. The first 
preoperative field tended to a right 
homonymous hemianopsia while twelve 
days later the field was more indicative 
of a bitemporal defect (figs. 2 and 3). 
Another patient with a growth of the 
en placque type over the convexity and 
about the tip of the right frontal lobe 
had a misleading field in the sense 
that it showed early indications of a 


T. B. HOLLOWAY 


lomacular bundle, and this doubtless 
was the opinion of Lillie at the time 
he wrote, and of possibly Kennedy, al- 
though he referred to retrobulbar neu- 
ritis. On the other hand, in 1927, Rgnne 
stated he believed the scotoma the re- 
sult of a true retrobulbar neuritis, 
which he thought was usually asso- 
ciated with placque formation in the 
nerve. In 1912* I expressed the opinion 
that this syndrome might result from 
constriction of the optic nerve by the 
overlying anterior cerebral artery and 
I still believe this is the chief pressure 
factor in a certain number of these 
cases. Curiously enough, the patient 
whose history was cited by Rgnne, in 


Table 3 
PARIETAL-LOBE FIBROBLASTOMAS 
One eye better F 
Exoph. Nystag. 6/12 than 6/12; 6/12 to Fingers | Impossible 
or better | One eye worse 6/60 or less 

1 | 1 | 

Papilledema | Postpap. atrophy Prim. atrophy No changes 
3 | 1 0 2 
Conc. contr. Rt. hom. Lt. hom. ' P 
of fields hemian. | hemian. | Miscell. | Normal | Impossible 
1 1 | 0 1 2 | 1 


right homonymous inferior-quadrant 
defect (fig. 4). 

The importance of the Gowers- 
Paton-Kennedy syndrome in _ these 
cases of frontal-lobe tumors is now 
generally recognized. While this syn- 
drome pertains particularly to frontal- 
lobe growths, it is nevertheless, from 
an anatomical standpoint, a middle- 
fossa sign. It was not observed in any 
case in the group now under discussion. 
I believe it is possible that simple pres- 
sure alone on the optic nerve may be 
sufficient to produce a central scotoma 
which may or may not be associated 
with a definite atrophy of the papil- 


*G. E. deSchweinitz and T. B. Holloway. 


addition to a glioma of the right fron- 
tal lobe, had an aneurysm of the right 
anterior cerebral artery. 

The relationship of retrobulbar neu- 
ritis to frontal tumors is not only an 
interesting one but at times a most con- 
fusing one. In fact, retrobulbar neuritis 
was the early diagnosis made in one of 
the cases in this group, while another 
patient with a positive Wassermann 
had been regarded as having an optic 
neuritis of syphilitic origin. It is not 
always possible lightly to pass by the 
thought of an ethmoidal or sphenoidal 
sinusitis, or in fact certain other causes 
of retrobulbar neuritis. One of these 


A clinical communication on certain 


visual field defects in hypophysis disease, with special reference to scotomas. Section on 


Ophthalmology, Trans. Amer. Med. Assoc., 1912. Discussion. 
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that may be overlooked is Leber’s dis- tients they were normal. There was 
ease; this I have recently discussed one case with a right homonymous de- 
elsewhere, but it may be permissible fect, partial in the right eye with a 
to repeat that in all cases of optic scotomatous area around the blind spot 
atrophy and retrobulbar neuritis, con- that extended over to and bisected the 
sanguinity, heredity, and occupational fixation point, while in the other eye 
pursuits should be inquired into, in ad- there was a complete hemianopsia with 
dition to the usual inquiries noted on bisected fixation. In one instance there 
the average case history. While the re- was a concentric contraction. The re- 
sults may not warrant the time and maining field showed a scotomatous 
trouble, I am now having made a test area for red extending above and below 
of the olfactory sense in all cases of each enlarged blindspot. 
retrobulbar neuritis. Temporal lobe. In this group of nine- 
Parietal lobe. But one patient in this teen cases headache, visual impairment 
small group manifested headache or or a combination of the two was the 
failing vision as aninitial symptom, and initial symptom in 57.9 percent of the 
in this case it was of occipital character. cases. The occurrence of tinnitus and 


Table 4 


TEMPORAL-LOBE FIBROBLASTOMAS 


6/12 | One eye better | 6/12 to 


| 
Fingers | 
Exoph, Nystag. | than 6/12; | Impossible 
or better | One eye worse 6/60 | or Jess | 
0 | 2 | e 4 5 | 1 4 9 
Papilledema | Postpap. atrophy Prim. atrophy | No changes 
17 | 0 | 0 | 2 
Conc. contr. Rt. hom. Lt. hom. | | 
Quad. | Miscell. Normal | Impossible 
. 4 5 | 2 2 | 1 2 4 


In another case hyperostosis was first deafness was not as frequent as one 
observed. In the others convulsions and would be inclined to expect. 
tingling and numbness in the extremi- Exophthalmos was not noted, but 
ties were first noted. In one case there nystagmus and visual hallucinations 
was a moderate exophthalmos; nystag- were present in two instances. Involve- 
mus was noted in two instances. Pa- ment of the third, fifth, and sixth nerves 
ralysis of the globe muscles was not’ was also noted, usually in combina- 
observed. Visual hallucinations were tions. More frequently the facial mus- 
present in one instance. The vision of culature was affected, the upper por- 
three patients could not be obtained. tion of the face escaping in certain in- 
One patient’s visual acuity was better stances. 
than 6/12, another’s between 6/12 and For reasons already cited it was im- 
6/60, and the remaining one was blind. possible to obtain the vision in 9 cases 
Two of the patients had normal discs, (table 4). With three patients the vis- 
three marked papilledema and inthe re- ual acuity of the two eyes was the 
maining case a postpapillitic atrophy same; namely; hand movements, 6/8, 
was present (table 3). and 6/6. In the remaining 7 cases, the 
It was impossible to obtain the fields vision of the two eyes varied one line 
of one patient, and with two other pa- or more on the eye card; the least dif- 
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ference was 4/7.5 and 4/9; the greatest, 
blindness and 6/9. In each instance the 
greater impairment was homolateral to 
the lesion, with one exception. In that 
case the impairment began homolateral 
to the growth and remained so for three 
months, but after that the vision in the 
contralateral eye was more affected. 
Concerning the optic-nerve changes, 
17 manifested papilledema, while the 
discs were normal in 2 cases. In those 
with edema, the swelling was equal in 
12 cases and a difference of 1 D. or 
more was present in 4, in each instance 
homolateral to the tumor. While com- 
menting on the tumors of the frontal 
lobe, I referred to the Gower-Paton- 
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and in 2 of these there was a suggestion 
of a greater involvement in the superior 
quadrant. Left homonymous defects 
were observed twice and in 2 instances 
typical early superior-quadrant cuts 
were present. 

Occipital lobe. In this group of 9 
cases, headache, impaired vision, or a 
combination of the two constituted the 
first symptom or symptoms in 5 cases. 
Other initial symptoms were convul- 
sions, visual hallucinations, and apha- 
sia. 

Nystagmus was observed in one case, 
but exophthalmos and involvement of 
the extraocular muscles were not noted 
(table 5). As to the vision, this was ob- 


Table 5 
OccIPITAL-LOBE FIBROBLASTOMAS 
One eye better . 
Exoph. Nystag. 6/12 than 6/12; 6/12 to Fingers Impossible 
or better | One eye worse 6/60 or less 
0 1 3 0 2 | 3 1 
Papilledema | Postpap. atrophy | Prim. atrophy No changes 
8 | 0 | 0 1 
Conc. contr. Rt. hom. Lt. hom. 
of fields hemian. hemian. | Miscell. | Normal Impossible 
0 4 1 | 0 | 0 4 


Kennedy syndrome as an anatomical 
sign pertinent to the middle fossa. 
Curiously enough while the sign was 
not observed among the frontal tumors 
it was present in one instance in this 
group. The vision was first affected in 
the left eye and the left disc was atroph- 
ic, especially the temporal portion, 
while a papilledema of 8 D. was pres- 
ent in the right eye. In this case there 
was a large fibroblastoma of the lower 
anterior aspect of the temporal lobe. 
As to the fields, no perimetric ex- 
amination could be made in 4 cases, the 
fields were normal in 2, and revealed 
practically nothing more than enlarged 
blind spots in 1 other case. Concentric 
contraction occurred in 3 instances, 
right homonymous hemianopsia in 5, 


tainable in all cases but one. In 3 cases 
it was 6/12 or better, in 2 others it was 
recorded as between 6/12 and 6/60, 
and in the remaining 3 the vision was 
reduced to counting fingers, hand 
movements, or blindness. Equality of 
vision in the two eyes was the rule, 
for in but 2 cases was there a variation 
of one line, and I have included one 
patient who was blind in one eye and 
could count fingers with the other. In 
the other case the vision was 5/7.5 and 
5/9? 

As to the discs, all of the patients 
had a papilledema except one. 

It was impossible to obtain fields in 
4 cases. Of the remaining 5 cases, in 
4 there was a right and in 1 a left ho- 
monymous'’ defect. 
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Comments. In a contribution of this 
type space does not permit a full dis- 
cussion pertaining to the various 
theories and findings relative to the 
course of the retinal fibers and their 
projection on the cortical visual area. 
The investigations along these lines of 
Henschen, v. Monakow, Brouwer and 
Zeeman, Lenz, Archambault, Niessl- 
Mayendorf, Meyer, Rgnne, Putnam, 
Holmes and Lister, Pfeifer, and others 
have done much to permit us to inter- 
pret more accurately the results of 
carefully and properly made perimetric 
examinations. But more instances of 
careful study of suitable lesions com- 
bined with adequate perimetric studies 


Coarty 


Fig. 5 (Meyer). Course of projection 
fibers around anterior horn. Inferior view. 


as well as further experimental work 
will be necessary before thoroughly 
satisfactory conclusions may be drawn. 

Briefly stated, from the work of 
Brouwer and Zeeman, R¢gnne, and Put- 
nam, the upper quadrants of the retina 
are projected on the external geniculate 
bodies on the mesial and dorsal aspects, 
the lower quadrants laterally and some- 
what ventrally. The macular fibers are 
posterior. From the external geriiculate 
body these projection fibers course in 
the external sagittal stratum or the 
inferior longitudinal fasiculus, the up- 
per quadrants above and the lower be- 
low. The upper and lower retinal halves 
maintain this same position when pro- 


jected on the striate area and are prob- 
ably anterior, the macular fibers oc- 
cupying an extensive posterior position. 
The course of these fibers around the 
anterior horns of the lateral ventricles 
is well shown in the illustrations of 
Meyer (figs. 5, 6, and 7). The distribu- 
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Fig. 6 (Meyer). Lateral view. 


tion according to Pfeifer is depicted in 
the Kurzes Handbuch der Ophthalmol- 
ogie. 

Needless to say, operative cases of the 
tumor type provide lesions where the 
bulk of the destruction or compression 
may be apparent and lead to defects in 
the field that may be definitely localiz- 
ing, when viewed in conjunction with 
the associated neurologic signs and 
symptoms. But, on the other hand, the 
most carefully made visual fields, like 
the results of other examinations, are 
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Fig. 7 (Meyer). From mesial -surface. 


not always classical, and may show cer- 
tain defects that our present knowledge 
will not permit us to interpret with the 
facts obtained by operative procedures 
and even autopsy findings at our dis- 
posal. 
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Fig. 14 (Holloway). Field of same patient 
four weeks after operation. 


Fig. 15 (Holloway). Excessive contraction 
and hemianopsia with bisection. 


Fig. 16 (Holloway). Field of same patient 
three weeks after operation. 


Fig. 17 (Holloway). Incomplete hemian- 
opsia. 


Fig. 18 (Holloway). Hemianopsia with 
sparing of the macula. 
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In the small parietal group there 
were two fields of interest. The first 
was a right contralateral hemianopsia 
with bisection of fixation in the left 
eye and a scotomatous area around the 
blind spot breaking through the 1° 
white field. In the right eye a scotomat- 
ous area included the blind spot and 
bisected the macula (fig. 8). The other 
field had a bitemporal scotomatous area 
adjacent to the blind spot breaking 
through the 1° red field. Such a field 
could readily be misleading, rather 
pointing to an early chiasmal lesion, 
such as is seen in pituitary cases (fig. 
9). 

The reader will recall that Cushing, 
in 1921, called attention to the superior- 
quadrant defect that may be present in 
temporal-lobe tumors due to involve- 
ment of the inferior longitudinal fas- 
ciculus, which doubtless represents 
the cortical-projection fibers emanating 
from the external geniculate bodies. In 
the present group of temporal-lobe tu- 
mors several types of fields were shown. 
The superior - contralateral - quadrant 
defect is represented in figure 10, more 
marked on the homolateral side. An- 
other type showed an incomplete con- 
tralateral hemianopsia with a tendency 
to better preservation of the horizontal 
portions of the fields. However, it will 
be noted that even in these cases there 
was a greater tendency to superior- 
quadrant involvement (figs. 11 and 12). 
The patient whose fields are repre- 
sented by figure 11 was subject to 
amaurotic attacks and one of these 
came on at the time of his perimetric 
examination. Dr. Wentworth had the 
thoughtfulness to make comparative 
tests. It was found that during such 
an attack the limits for all test objects 
shifted towards fixation. In the interval 
the macula was spared by about 7° 
with the 1° red, but during the attack 
it bisected fixation and the field for 1° 
and 2° white shifted towards fixation 
by 15° to 20°. The fields in these two 
cases would imply pressure upon both 
the superior and inferior portions of 
the fasciculus, but more marked on the 
latter. Naturally shifting of the fields 
occurs during amaurotic attacks and 
when these patients can be examined 


we have seen the field almost obliter- 
ated. For similar reasons I believe one 
should not be content with one pre- 
operative field in atypical or doubtful 
cases, for variations in intracranial ten- 
sion may mask or expose certain slight 
defects that might prove significant. 
Figure 13 represents a typical contra- 
lateral hemianopsia with sparing of the 
macula. To illustrate the satisfactory 
results that may be obtained in some of 
these fibroblastoma cases, a postopera- 
tive field, made four weeks after opera- 
tion, is also shown (fig. 14). To illus- 
trate a contralateral hemianopsia with 
excessive contraction of the remaining 
fields and bisection of the macula, fig- 
ure 15 has been included; likewise a 
post-operative field made three weeks 
later (fig. 16). 

Comparatively recent contributions 
concerning tumors of the occipital 
lobes by Frazier and Waggoner, Allen, 
and by Horrax and Putnam have again 
centered interest in this portion of the 
brain. Time and space do not permit 
full discussion, but as far as the fields 
are concerned the main points pertain 
to bisection or sparing of the macula, 
crescentic defects, used to describe pe- 
ripheral partial hemianopsia, that in- 
volve both the upper and lower quad- 
rants (monocular peripheral field), and 
finally quadrantic cuts in the fields. The 
incidence for the various defects in the 
forty cases studied by Allen and by 
Horrax and Putnam were as follows, 
the first figures relating to Allen: Com- 
plete hemianopsia with macular bisec- 
tion 32.5 and 12.5 percent ; with sparing 
of the macula 22.5 and 35. percent; 
fields showing crescentic defects 7.5 
and 5. percent, and finally quadrantic 
cuts 12.5 and 12.5 percent. The above 
contributions concerned all types of tu- 
mors, and in the series, fields were not 
available in 20 and 25 percent of the 
cases. 

In this small group of 9 fibroblastoma 
cases, fields were not available in four, 
so it is impossible to attempt compara- 
tive figures. In those fields available 
for study there was no instance of 
macular bisection and none of quadrant 
cuts. This latter type of field change 
was emphasized by Horrax and Put- 
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nam and occurred as a bilateral mani- 
festation in 4 of their cases and uni- 
laterally in one, but in each instance in 
the lower quadrant, which stands in 
marked contrast to the superior-quad- 
rant defect more frequently seen in tu- 
mors of the temporal lobe. As to the 
other type fields, figure 17 represents 
an incomplete hemianopsic type and fig- 
ure 18 the complete hemianopsia with 
sparing of the macula. This last field 
was that of a male, aged sixty-five 
years, who had been subject to head- 


It is not my intention to discuss in 
detail homolaterality, as this pertains to 
the amount of choking that may be 
present. Years ago this was thrashed 
over by Horsley, Paton, Cushing and 
Bordley, deSchweinitz and Holloway, 
and numerous others. My own opinion 
concerning this is that the question of 
homolaterality should not be confined 
to the amount of swelling. This may be 
the same in the two eyes, yet one disc 
may show signs of beginning atrophy, 
therefore the extent of apparent dam- 


Table 6 


COMPARATIVE DATA ON FIELDS IN TUMORS OF OCCIPITAL LOBE 


Allen Series Horrax and Putnam 
Percentage calculated | Percentage calculated 
from 40 cases. from 40 cases. 
Fields not available | Fields not available 
in 20 percent. in 25 percent. teatabaeae 
Group 1. Complete hemian- 
opsia with bisection of 
macula 32.5 42.5 16.7 
Group 2. Complete hemian- 
opsia except sparing of 
macula 22.5 35.0 46.7 
Group 3. Hemianopic cres- 
centic defect 7.5 5.0 6.6 
Group 4. Homonymous 
quadrantic defect 12.5 12.5 16.7 
Group 5. Normal fields 5.0 5.0 6.6 
Group 6. Indeterminate 0.0 5.0 6.7 
Group 7. No fields available 20.0 25.0 0.0 
Totals 100.0 100.0 100.0 


aches since early youth but up to the 
time of his examination at my office 
the first and only symptom probably 
referable to his actual lesion was a 
sensory aphasia which developed four- 
teen months before he came under ob- 
servation. 

Needless to say, all of the signs and 
symptoms above referred to, unless oth- 
erwise specified, were preoperative 


manifestations. This statement also ap- 


plies to the fields and practically all 
of those shown were recorded on the 
Ferree-Rand perimeter by my asso- 
ciate, Dr. Wentworth. aie 


age should also be considered. Vision, 
also, should be considered in respect to 
the first eye affected, the eye with the 
greater impairment, and the inequality 
of the vision existing. I believe that in- 
equality will be shown in the greatest 
degree and probably in order of fre- 
quency in the middle-, frontal-, and pos- 
terior-fossa growths, respectively. As 
to the fields, concentric contraction is 
the most frequently noted in frontal 
growths, but where inequality exists, I 
believe the greater defect will be more 
frequently homolateral. Excluding 
chiasmal lesions, those growths of the 
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middle fossa are apt to produce irregu- 
lar or incongruous contralateral hem- 
ianopsia most frequently with macular 
sparing. This need not refute the idea 
of bisection in complete-tract lesions. 
In posterior-fossa or occipital-lobe 
growths I believe greatér equality is 


shown in vision, extent of disc edema, 
and fields. The latter are most frequent- 
ly congruous quadrantic defects or 
hemianopsias with or without sparing 
of the macula. 


1819 Chestnut street. 


PRACTICAL TRIAL LENSES AND A TRIAL SET 


Epwarp Jackson, M.D. 
DENVER, COLORADO 


The advantages of relatively small plano-convex or plano-concave lenses are pointed 
out. Furthermore the virtue of simple, light trial frames is stressed. 


When only spherical lenses were sold 
for spectacles, and these were ground 
and mounted in frames in the shop of the 
optician who sold them, the customer 
could look over the stock and choose 
those he preferred. There was then little 
need for anything like a trial set. But 
astigmatism was discovered and after 
its discovery was found in most eyes. It 
was found to vary in amount, and in the 
direction of its principal meridians. So 
there was need for trial frames and trial 
lenses which could be used for testing 
all kinds of eyes, before the necessary 
glasses could be prescribed. 

The knowledge that optical defects of 
the eye cause important symptoms and 
disability to the person compelled to use 
such defective eyes, greatly increased 
the interest in optical errors. It made 
their detection, measurement, and cor- 
rection a very important branch of the 
work of the medical profession. When 
physicians and surgeons had to study 
and prescribe for errors of refraction, 
trial sets were essential. Donders in- 
duced the opticians to supply the cylin- 
drical lenses needed for testing astig- 
matism. But aside from that, doctors 
have taken whatever opticians have 
called a trial set and have recommended 
and supplied to them. When test lenses, 
frames, and allied apparatus became an 
important part of the optical business, 
the number and cost of lenses and 
frames grew to be an element in profits; 
and trial sets were elaborated in the 
direction of making them profitable to 
the optician. 


The medical profession was slow to 
recognize that correction of refractive 
errors was a part of its duties to pa- 
tients. Physicians did not eagerly take 
to the use of the tools by which this was 
to be done. They took the trial sets of- 
fered to them, without trying to make 
them as effective and convenient as pos- 
sible ; and with no thought of seeking to 
avoid unnecessary expense from their 
useless elaboration. Perhaps the greater 
size and more striking appearance of the 
larger trial case was thought to make it 
more impressive, and therefore more de- 
sirable. 

Since cylinders have come to be used 
with spherical lenses, it has been neces- 
sary to have trial frames in which two 
or more lenses could be placed before 
each eye. Many, doing this kind of test- 
ing, have realized the defects of their 
apparatus, and have tried to devise 
something better, but in trying to get 
what they wanted, they have been 
drawn away from simplicity into un- 
desirable elaboration. Keeping in mind 
certain mathematical requirements and 
mechanical principles, it is possible to 
simplify our trial sets greatly; reduce 
their bulk and cost, and add to their con- 
venience and efficiency. 

Admitting that we must have the 
means of trying lenses before the eyes in 
combinations of two and more, why 
should we not get the full benefit of the 
best lenses and simple frames for such 
combinations? Plano lenses are optical- 
ly superior to the double convex and 
concave lenses in general use. As trial 
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lenses they are far better than the menis- 
cus lenses that are being exploited at 
higher prices and by copyrighted names. 
Their superiority has been urged upon 
ophthalmologists since 1866; but not ef- 
fectively enough to overcome the plaus- 
ible claims and readiness of the manu- 
facturers to supply goods from which 
they can get more profit. Those who are 
to use trial sets must give enough 
thought to the subject to find out what 
they want; and then insist on having it. 

The customary lenses are 38 mm. in 
diameter. They are larger and heavier 
than are needed. But custom is hard to 
overcome. A lens 31 mm. in diameter, 
mounted in a flat rim, reduces by half 
the weight of the stronger lenses. It is 
large enough to handle easily and serves 
all purposes of testing vision. A set of 
such lenses is notably less bulky and 
more convenient. 

There can be a great reduction in the 
number of such lenses required for a 
complete trial set, by using lenses in 
combination. Plano lenses so combined 
are practically accurate, and as light as 
when the two surfaces are ground on a 
single piece of glass. Such a combina- 
tion avoids the inaccuracy of all com- 
binations of double convex and concave 
lenses. 

The possibilities of such a set of small 
lenses are best understood by consider- 
ing what can be done with 12 pairs of 
spherical and 8 pairs of cylindrical 
lenses. These include 0.25, 0.50, 0.75, 
1, 2, 3, 4, 5, 10, 15, 20, and 25 D. for the 
sphericals; and the same up to, and in- 
cluding 5 D. for the cylindricals. By 
combining two of these we have any 
spherical, with 0.25-D. intervals, to 6 
D.; and by 1-D. intervals, a series to 
30 D. For the cylinders there are 0.25- 
D. intervals to 6-D., and 1-D. intervals 
to 9-D. This is a more extended series 
than is commonly furnished by the 
larger sets of trial lenses that are not 
adapted like the plano lenses to combi- 
nation. The two-cell trial frame, each 
cell taking two plano lenses, makes easy 
the placing of any strengths of the 
spherical and cylindrical series together, 
before an eye, with as much accuracy of 
strenzth as is obtainable with the usual 
trial sets. 


EDWARD JACKSON 


The intervals of 0.12 D. are elimi- 
nated because they are not useful in 
any trial set. If an eye requires for its 
correction a +1.12 sph., this fact can 
be established more quickly and more 
certainly by comparing the effects of a 
1- and a 1.25-D. lens, than by any use of 
a 1.12 sph. With cylindrical lenses inter- 
vals of one-eighth D. are still less useful 
and more confusing. 

This practical trial set must include 
three cross cylinders, the +0.25 —0.25; 
the +0.50 —0.50; and the +1. —1. 
These will be used more than any other 
lenses in any trial set by one who un- 
derstands the importance of astigma- 
tism, and the method of using the cross 
cylinder to determine its meridians (the 
direction of cylinder axes) and their 
strengths. 

The lenses furnished are only one of 
each strength. The pairs referred to, are 
one convex and one concave of equal 
strength. By the possible combinations 
this allows of placing lenses of equal 
strength before the two eyes. Suppose 
each eye has hyperopia 4.75 D. Before 
one eye is placed a +4. with a +0.75 
D.; and before the other eye +5. with 
—0.25 D. This will be found true for all, 
except for the highest and rarest errors. 
We could not provide for a pair of my- 
opic eyes, if each required —30 sph. 
with —9. cyl. But there is no reason 
to suppose that such a pair of eyes ever 
existed. Even after bilateral cataract ex- 
traction, the two eyes never require 
exactly the same combinations. 

Trial frames adapted for the purpose 
are essential for the use of such lenses 
in clinical testing. The best thus far 
found are the simple steel wire frames 
of proper size, carefully adjusted. The 
spring of the wire must hold the cylin- 
ders at the axes selected. The width be- 
tween centers may be 61 or 62 mm. The 
temples should be straight, holding to 
the sides of the head, in any position to 
give the lenses the proper angle. A pro- 
tractor is needed to determine the di- 
rection that has been selected for the 
axis of the correcting cylinder. Such a 
protractor is larger and more accurate 
than the graduated scales on many trial 
frames. The wire hooks should hold the 
lenses securely by their mountings, 


| 
| 
| 
} 
| 
} 
j 
| 
) 
| 
| 
4 q 


PRACTICAL TRIAL LENSES AND A TRIAL SET 489 


without catching the edge of the glass, 
when this is thick, as in concaves and 
near the axis of a strong convex cylin- 
der. These hooks should be so placed 
on the eye wire that they hold a little 
more than half the circumference of the 
lenses. For convenient use they must 
be kept in shape or adjusted when they 
get out of shape. Placing the temporal 
hooks lower than the nasal, facilitates 
introducing, or removing lenses, when 
the frame is on the face. Habitual use 
of such frames has convinced the writer, 
and others who have tried them, that 
frames of this kind are to be preferred 
to any of the heavier, more elaborate 
and more expensive frames that do vari- 
ous things that are commonly not worth 
doing. 

The diagnosis of ametropia with trial 
lenses is best made by frequent changes 
and comparison of lenses held before 
the trial frames and the lenses that are 
placed in them. Such supplementary 
lenses better serve the purpose than 
changes of the lens in the trial frames. 
The instantaneous change of the lenses 
before the eye is the best form of sub- 
jective testing, and is impossible when 
each lens has to be removed and an- 
other substituted in the trial frame. The 
instant reversal of effect, possible with 
supplementary lenses, gives a more 
rapid and reliable method of subjective 
testing than any other. It also compels 
close attention to the testing, and builds 
up the examiner’s conception of what is 
going on in the eye tested. It secures 
speed, accuracy, and alertness on the 
part of both patient and examiner. 

Such a trial set can be easily carried 
anywhere that it may be desired to de- 
termine a patient’s vision. The real ca- 
pacity for vision can be known only 
when errors of ocular refraction have 
been corrected or compensated. This is 
true for the ophthalmologist or any 
physician who wishes an exact record 
of the visual acuity. It is also conveni- 
ent to have such a set in the dark 
room of the completely equipped office, 
where refraction is to be measured by 
skiascopy. When it is desirable to let a 
patient keep his correcting lenses be- 
fore his eyes, before prescribing them, 
such a set will furnish the lenses needed 


for any case. They are also needed 
where several workers in a clinic are 
engaged in correcting refraction. 

The ready use of such a trial set with 
economy of time, may require a de- 
veloped understanding of lenses and 
lens combinations. This may not always 
be needed by the optometrist or the 
technician who is primarily trying to 
sella pair of glasses that will not at once 
demonstrate their unfitness for the eyes 
of the customer. But such an under- 
standing is essential to the eye physi- 
cian; and there is no better way to ac- 
quire it than by actual work with such 
a trial set of plano lenses, and the simple 
trial frame and protractor. 

A real understanding of refraction 
and a knowledge of anatomy and of the 
general symptoms, causes, and results 
of disease are the true foundation for the 
claim that a physician, rather than a lens 
salesman should be entrusted with the 
care of the eyes. 


A school trial set 


The extension of public education, 
and the increase of occupations depend- 
ing on constant guidance by accurate 
vision, have made it essential that the 
majority of children and adults shall 
have accurate measurement and correc- 
tion of optical defects. This situation 
demands that the instruments of optical 
diagnosis shall be made as efficient as 
possible, and cheaply enough so as to 
bring them within the reach of physi- 
cians who may spend but a small part 
of their time in correcting errors of re- 
fraction. The time has come when every 
school child should be relieved of the 
handicap of poor vision, or of seeing 
clearly at the cost of nerve strain, which 
must impair health and lower future 
productive capacity. 

If the school children in isolated 
country districts are to have the benefits 
of real health examinations, every such 
district must have the service of a set 
of trial lenses, adequate to test all sorts 
of eyes with convenient speed and ac- 
curacy. This practical need has de- 
veloped from our school system and 
from the new ideals of health that make 
it important to consider what can be 
done to make the trial set more efficient, 
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more generally accessible, at the mini- 
mum of necessary cost. 

The Joint Committee of the Ameri- 
can Medical Association and the Na- 
tional Education Association upon 
Health Problems in Education, has 
made a sharp discrimination between 
health inspection of pupils, that may be 
made by teachers, principals, school 
nurses, and other laymen, and the health 
examinations to be made by physicians 
who have a medical education. The for- 
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mer can point out which children need 
the health examination; but only the 
health officer, or school physician, can 
decide what should be done for each 
child to prevent disease or maintain 
health. The use of a set of trial lenses 
in the testing of vision would fall to the 
duty of the school physician. The need 
for glasses or treatment of the eyes is 
a medical question to be decided by the 
physician. 
1121 Republic building. 


MALINGERING TESTS 


ABRAM B. Bruner, M.D. 
CLEVELAND 


This discussion was presented before a class for instruction at a meeting of the Ameri- 
can Academy of Ophthalmology and Otolaryngology in Boston, September 19-22, 1933. 


It would appear to be an almost uni- 
versal human failing that most people 
should, honestly or dishonestly, at- 
tempt to explain many functional dis- 
turbances in limbs or organs on a basis 
of injury. With the possible exception 
of the spine, the visual apparatus prob- 
ably offers the malingerer his best op- 
portunity. 

Several terms in common use, in dis- 
cussing malingering, should be clearly 
defined. By Simulation we mean the 
feigning of an ocular injury or disease 
which does not at all exist; by False 
Attribution is meant the ascribing of 
an untrue cause to an existent injury or 
disease; by Exaggeration, the claim 
that a certain injury or disease is of 
greater severity or more disabling than 
is actually the case. 

Brief mention should be made here 
of Dissimulation, or the pretense that 
an actual disease or disability does not 
exist. This attitude is mostly encoun- 
tered in workmen when they attempt 
to secure employment. It is apparently 
an inevitable outgrowth of Workmen’s 
Compensation Laws both in Europe 
and the United States. 

The psychology of the malingerer is 
important, and a few of his characteris- 
tics, if known and observed, will be a 
great aid in detecting his deceit. It is 
surprising to note how many people 


find it justifiable to magnify the extent 
of their ocular injuries. They think that 
either their employer, or his insurance 
company, could pay any exorbitant 
claim, disregarding its honesty. 

Another common trait of malingerers 
is their conceit. Regardless of whether 
they have been previously coached or 
not, nearly all malingerers attempt to 
give you the impression that their an- 
swers to your tests are unusually 
prompt and intelligent. This is quite to 
be expected, as we know that the aver- 
age working man is not as smart as 
he thinks he is. It is really a great help 
to diagnosis, however, if your patient 
will fool himself rather than if you must 
do it all. 

Do not, however, fail to recognize the 
malingerer of high intelligence. A 
classic example of such a case was that 
of a physician, examined in our office 
some years ago. This type of patient 
will probably make one grave mistake ; 
he will attempt to act very unintelligent 
while at the same time he will perhaps 
volunteer the flattering news that you 
have a great reputation, a splendidly 
equipped office and a most thorough 
and comprehensive method of examina- 
tion. 

In the general routine of examina- 
tion, special emphasis should be placed 
on a few procedures. I consider it very 
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important that everyone be excluded 
from the examining room except the 
patient and physician. It may at times 
be necessary to have an interpreter, but 
there is no good reason why the pa- 
tient’s lawyer, physician, or relatives 
should be present, and there are many 
good reasons why they should not be 
present. 

In the handling of all injury cases, 
whether malingering is suspected or 
not, it is necessary to secure a full and 
careful history. It is also preferable to 
secure the history before any examina- 
tion is made. The more recent the in- 
jury, the more likelihood that the his- 
tory is fairly accurate and honest. 

When at all possible, test the visual 
acuity for both distance and near. If 
the patient be under treatment for some 
time, repeat these tests at frequent in- 
tervals and be sure to record the results 
before discharging him. 

Do not only make a careful and com- 
plete examination of the eye and sur- 
rounding tissues, but record a complete 
and concise description of your find- 
ings. Read your record over before fil- 
ing and correct any contradictory or 
ambiguous statements you may have 
written. 

Certain routine tests for fields of vi- 
sion and motor function should be 
made if there is any question that these 
essentials may have been involved 
through the injury. 

Lastly, have no hesitancy in ordering 
an X-ray examination when there is any 
suspicion of penetrating foreign body or 
injury to the bony structures of the 
orbit. Whoever employs you to examine 
a patient must expect to pay for such 
special examinations if you deem them 
needful in the slightest degree. 

Before going into the discussion of 
malingering tests, a few words should 
be said about differential diagnosis. 
Most important are those cases which 
can be classed under the head of hys- 
teria or of traumatic neurosis. 

The functional disturbances of the 
eye in hysteria are many and varied; 
they are also usually multiple. There 
is some difference of opinion among 
writers, but the majority seem to agree 
that hysterical manifestations occur 
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both as a unilateral and a bilateral af- 
fection, the former being much more 
frequent. It is, however, possible to 
have an extreme functional disturbance 
in one eye and a much milder form in 
the fellow eye. 

The so-called anesthesia of the visual 
sense, found in hysteria, varies in de- 
gree from a low-grade amblyopia to a 
complete amaurosis. Usually the pupils 
react well to light; occasionally there 
is miosis and an associated spasm of 
accommodation with myopia; mydria- 
sis and complete loss of pupillary reac- 
tion is denied by some authorities but 
undoubtedly has been seen, one such 
case occurring in the writer’s practice. 

Diplopia is a common complaint, 
often monocular; polyopia has been 
noted. Ptosis of spastic type, blepharo- 
spasm, hyperesthesia of the retina, 
hemianesthesia and corneal anesthesia, 
and conjugate deviation of the eyes all 
occur with frequency. 

Disturbances in the visual fields are 
interesting and common. As our know!- 
edge of field changes increases, how- 
ever, we realize that too much emphasis 
must not be placed on field changes un- 
less accompanied by other stigmata of 
hysteria. 

Concentric contraction of the visual 
fields for both white and colors is very 
common; if a tubular field is found, 
such is usually considered pathogno- 
monic ; inversion of the color fields may 
be present, the blue field becoming 
smaller than the red, but similar color- 
field changes have also been found in 
brain tumor, tabes dorsalis, and poison- 
ing with lead or nitrobenzol. Central 
and paracentral scotomata have been 
reported, but hemianopsia does not oc- 
cur. Lastly, but of great importance, the 
findings on ophthalmoscopic examina- 
tion are entirely negative. 

Malingerers who do not claim loss 
of visual acuity, but base their claims 
upon other symptoms alone, are uncom- 
mon. Persistent asthenopia, exhaustion 
of vision or kopiopia, visual-field dis- 
turbances, strabismus, and disfiguring 
scars from previous injuries have all 
been reported. The majority of these 
cases come under the head of false at- 
tribution. 
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Most important of these because 
most difficult to disprove, are injuries 
and wounds to the eyebrow, lids, and 
conjunctiva. One may be called upon 
to render his opinion as to whether the 
condition found on examination could 
have been produced by the injury as 
described by the patient. It is obvious 
that answers to such questions are 
often extremely difficult to make. 

Sometimes one is confronted with a 
patient who gives a vague history of 
some sort of injury, and the chief com- 
plaint is a red and irritable eye. If the 
eye does not clear up under ordinary 
local treatment, and the redness and 
hyperaemia are situated mostly at the 
external or internal canthus, it is well 
to remember that it may be a self-in- 
flicted injury. Such patients should be 
placed in a hospital, the eye sealed 
tightly, and constantly watched day 
and night. At the end of twenty-four 
and forty-eight hours examinations will 
show the eye to be clear and normal. 
The presence of a self-inflicted injury 
is definitely proved. 

Patients who claim partial or com- 
plete loss of vision in both eyes have 
to be treated somewhat differently from 
those who claim loss in only one eye. 
Simulated partial amaurosis in both 
eyes is perhaps the most difficult of all 
types of malingering to detect. The 
usual tests employed for one eye only 
should be tried, to be supplemented as 
follows: 

First: Repeated tests on different 
days, made with test cards ending in 
lines of different-sized type, will now 
and then suffice, the malingerer believ- 
ing that on each occasion, he should, 
to be consistent, leave off reading at 
exactly the same number of lines from 
the bottom. 

Second: It is also always suspicious 
when the patient, reading aloud from 
the test card, claims he can see no far- 
ther although he has so far made not a 
single mistake. An honest reader will 
nearly always miscall certain hard let- 
ters in one line but will read several 
easy letters in the line below. 

Third: Those rare instances of false- 
ly claimed total blindness in both eyes 
are extremely interesting. One should 
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look for the staring expression, the “lis- 
tening” attitude, the slightly upturned 
face and the short stepping of the truly 
blind. Then ask the patient to look at 
his own hand; the really blind will un- 
hestatingly fix his own hand, the mal- 
ingerer will probably look purposefully 
elsewhere. This test may also be modi- 
fied by holding the patient’s hand up 
before him with the thumb and little 
finger flexed, then ask how many fin- 
gers he has up. The blind, of course, 
will reply promptly. The malingerer 
may answer falsely, thereby exposing 
himself. 

Do not forget to make a careful study 
of the pupillary reactions, bearing in 
mind the possible presence of posterior 
synechiae; there is a rare possibility 
that atropine or cocaine has been in- 
stilled—but even then light thrown in- 
to the supposedly blind eye will pro- 
duce a consensual reaction in the other 
eye; and lastly, cases of cortical blind- 
ness, in which pupillary reactions may 
be normal, must be borne in mind. 

Even a little detective work may be 
necessary in some of these cases of 
fraudulent claims of partial or total loss 
of vision in both eyes. Investigation 
may prove that the subject is doing 
close work at home, and often some ac- 
quaintance may be found, who will 
testify that the patient reads his morn- 
ing paper or drives his own car. It may 
be possible to keep the patient sitting 
in the waiting room for several hours 
until he gets restless and starts to pe- 
ruse a magazine. The secretary can be 
on the lookout for just such an action. 

Those who claim partial or complete 
loss of vision in one eye, make up by 
far the largest percentage of all mal- 
ingerers seen by the oculist. In exam- 
ing this class of patient we have, how- 
ever, one great aid—the uninjured eye. 
The uninjured eye should always be 
tested first and any error of refraction 
corrected. If we are fortunate enough to 
find the uninjured eye normal, most of 
our troubles are already over. 

Even a hurried search through the 
literature will disclose the fact that 
there are about as many tests for simu- 
lation of blindness as there are opera- 
tions for disturbances of the external 
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ocular muscles. We must limit our dis- 
cussion to those that have proved their 
value in the hands of many men, and 
omit either naming or discussing pro- 
cedures that have long since been dis- 
carded. 

Tests for malingering, based on the 
manipulation of lenses from the trial 
case, are of great value. Before proceed- 
ing to use such tests, the patient’s re- 
fraction, especially in the sound eye, 
should be determined. This having been 
done, we may first try the method of 
Arlt. 

Arlt’s test, slightly modified in dif- 
ferent ways by Michel, Vossius, and 
Dujardin, consists of testing the sup- 
posedly bad eye with weak lenses. If 
the simuiator pretends that his sight is 
much improved or considerably de- 
creased when a plano or +.25 D. sphere 
is placed before the eye, he is, of course, 
malingering. 

In all of these tests great care must 
be taken to watch for the quick, fugi- 
tive closure of the “bad” eye, done to 
ascertain what each eye is seeing. 

Harlan’s test is more valuable. In this 
a very weak lens (—.25 D. sphere) is 
placed before the bad eye and a high 
convex sphere before the good eye. If 
the patient will read the test letters, 
he is, of course, reading with the sup- 
posedly bad eye. I have modified this 
test somewhat and proceed as follows: 
A strong convex lens is placed in the 
trial frame before both eyes, completely 
fogging the reading chart. The strength 
of the lenses is gradually reduced until 
the patient is just able to read the top 
letter on the chart. Between each 
change of lenses, and these should be 
made rapidly, one hand is held before 
the trial frame, so the patient cannot 
see with either eye. When the patient 
has read the top letter, we proceed fur- 
ther to reduce the strength of the lens 
before the poor eye by adding minus 
spheres, but before the sound eye we 
merely add a plano or .+25 sphere. If 
the patient continues to read, he must 
be doing so with his bad eye. We can 
return to this test later in the examina- 
tion and check our findings by covering 
the bad eye and fogging the good eye 
alone. 
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A favorite among all malingering 
tests is that of Snellen, which depends 
upon the fact that while similarly col- 
ored rays can pass through a colored 
glass, rays of a complementary color 
are stopped. Red and green letters are 
painted on a piece of glass with an 
opaque and black background, the let- 
ters being illuminated by a light behind 
the glass. Then place a red glass before 
the seeing eye and a green glass before 
the supposedly blind eye. If the patient 
reads any of the green letters, he is, 
of course, reading with the eye claimed 
to be blind. It is important that the 
Snellen letters shall have been painted 
on the glass by a commercial artist who 
used a red and green lens in front of 
his own eye until he found a completé 
fade-out. If the letters are varied in size, 
this test will also check the patient’s 
visual acuity. 

A modification of the above test is to 
have red and black letters on a white 
background. Place over the seeing eye 
a red glass. If the patient reads both red 
and black letters, he is seeing with both 
eyes. This test is highly recommended 
by Alger, who uses a special reading 
card to be held at 33 cm. 

Several tests have been employed us- 
ing a Snellen chart at 5 or 6 meters and 
cylindrical lenses. Segal placed a 1 D. 
convex cylinder before each eye, the 
axis of one at right angles to that of 
the other. If reading is as easy with 
these as without glasses, the patient is 
probably malingering. Kugel modified 
this test by having the patient look at 
a spot of light; if he admits seeing a 
cross he must be seeing with both eyes. 

Jackson’s test with a crossed cylinder 
is better. A +1.00 D. convex cylinder 
and a —1.00 D. concave cylinder are 
placed in the trial frame before the good 
eye, with both axes horizontal. The pa- 
tient is then asked to read the test 
chart, and while he does so, the convex 
cylinder is turned to axis 90. Wich the 
axes now at right angles the crossed 
cylinder is slowly rotated. If the patient 
continues to read, he must be doing so 
with his supposedly blind eye. 

Although not dependent on the use 
of lenses, the test of Fitow might be 
noted at: this time. This is performed 
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by showing Snellen test letters to the 
patient, one letter at a time, characters 
of smaller dimensions than those that 
correspond to the distance from the pa- 
tient being shown in each instance. The 
distance from the chart is then dimin- 
ished but always to a relatively less de- 
gree than the size of the types the pa- 
tient is asked to read. This is basically 
a good test, but difficult to manipulate. 

Various tests with prisms are in com- 
mon use. Priestley Smith placed a 6° 
prism, base out, before the supposedly 
blind eye while the patient was reading. 
If the eye moved in to fix, it was, of 
course, evidence of binocular vision. 
Graefe’s test was to place a 12° prism, 
base up, before the sound eye; then to 
have the patient read printed letters 
placed on a white card. This produces a 
double line of letters, and most malin- 
gerers will read both upper and lower 
lines. 

By far the best prism test, however, 
is to have the patient look at a spot 
of light. The bad eye is then covered 
and diplopia produced in the good eye 
by means of a prism, which bisects 
the pupil. For this test the modified 
prism of Schild is especially useful. 
This consists of an 8° square prism, the 
base of which is fused to a piece of 
plano glass of the same size and thick- 
ness. The patient having now been con- 
vinced that he can see double with his 
sound eye, the cover over the bad eye 
is stealthily removed and at the same 
time the prism before the sound eye 
is moved so as to cover all of the pupil. 
If diplopia still persists, one image, of 
course, must be that of the supposedly 
blind eye. Baudry has modified the 
above test by placing a red glass before 
the source of light, claiming that the 
red glass produces two images so alike 
that the false cannot be told from the 
true. 

Baudon produced diplopia by using 
two prisms of 15° each, one red and one 
blue. As the images are poor in color, 
the test must be done in a dark room, 
and is therefore of doubtful value. 

Two tests using light alone should be 
described. That of Delay and Herter 
is to flash a light quickly and suddenly 
into first one eye and then the other 
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with a small mirror, the patient being 
unable to recognize into which eye the 
light rays are directed. This test re- 
quires rapid cooperation on the part of 
the patient, and an intelligent malin- 
gerer may outguess the examiner if he 
can even faintly see the hand that 
manipulates the mirror. 

Much more valuable and frequently 
workable is to have the patient follow 
a candle, both eyes open, and tell you, 
as you move the candle in the various 
fields, when he can no longer see the 
light. If he still sees the candle when 
it is really hidden from the sound eye 
by the bridge of the nose, he is malin- 
gering. One subject in my own exper- 
ience insisted that he could see two 
candles when the light was held direct- 
ly in front of him, and continued to see 
two when the candle was quite out of 
the field of the sound eye, but when 
tested again a few minutes later, for 
each eye separately, he saw only one 
candle with either eye. 

Malingering tests at the ordinary 
reading distance fall into two general 
categories, those performed by means 
of lenses or prisms and those requiring 
certain mechanical and optical con- 
trivances. 

When a person has one normal eye 
and is not presbyopic, place a +3.00- 
diopter lens before his good eye and 
have him read the near card at 8 inches 
with both eyes open; a plano glass can 
be placed before the other eye. After 
reading out loud, a pretense is made of 
fixing the frame and you ask him to 
read again, but the book is then held at 
12 inches. If he reads at that distance, 
it is with the supposedly injured eye, 
as his near point with a +3.00 lens is 
inside that distance. 

Jackson uses a +4.00-diopter sphere 
before the supposedly blind eye and a 
+2.00-diopter sphere before the sound 
eye. Dujardin uses a + or —2.00-diop- 
ter lens before the sound eye, while 
Harlan uses a +16.00-diopter sphere. 
Nettleship carried this idea further by 
instilling atropine in the sound eye. He 
then bandaged both eyes for one hour, 
and followed this by having the patient 
read small type. This, in my mind, is 
not a good procedure, for even should 
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the patient not object, the oculist lays 
himself open to the criticism by the pa- 
tient of having given improper treat- 
ment to his sound eye. 

Tests based on the principle of bar 
reading have been used for years. 

Cuignet’s method is to direct the pa- 
tient to read with head and reading 
matter held absolutely still. Insert a 
pencil vertically between the eyes and 
the book. If he reads uninterruptedly, 
he is seeing with both eyes. Instead of 
a pencil, Driver uses a ruler, 4 centi- 
meters broad; Javal used dots, figures, 
and printed words, instead of ordinary 
reading matter. The test, however, is 
by no means infallible, as a malingerer 
who has been coached will refuse to 
read portions of the words. Also, if the 
patient moves his head, the test might 
discriminate against one who is really 
blind. 

Of much more value is the test of 
Judson Harmon, as modified by Mason. 
The simple apparatus consists of a 
board, 14 inches long, provided with a 
handle, and with two _ cross-boards 
placed at right angles to its length, one 
fixed at 7 inches from the end of the 
board and the second at the end of the 
apparatus. The center board has a 
round opening about the size of a silver 
dollar, and the near-vision test cards 
are supported against the end board. 
The patient is asked to hold the instru- 
ment firmly against his chin, looking 
forward through the hole to read the 
letters on the near-vision test cards 
with both eyes open. As some of the let- 
ters and words will be obscured when 
one or the other eye is not seeing, it is 
easy to detect the actual near vision the 
patient may have. We may also insert a 
wooden peg just in front of the test 
card and request him to read further. 
This makes a simple but satisfactory 
bar-reading test. 

Belan’s test consisted of showing test 
letters to the suspected malingerer of 
a size so small and at such a distance 
that the patient cannot read them. The 
types are then held nearer to the pa- 
tient, who, if innocent, should read 
them at the distance corresponding to 
his known vision. An improvement 
upon this test will be described later 


when we discuss the stereoscope. 

The prism test, as described previous- 
ly, may be tried, placing a 10° prism, 
base out, before the supposedly blind 
eye, while the patient is reading, and 
watching the eye move in to fix. 

Just two years ago Falta described 
what he called the approximating test. 
This rests on a physiological effect, the 
convergence of the eyes. The examiner 
has to ascertain whether the medial 
recti muscles of both eyes turn nor- 
mally inward or not. At the level of the 
nasal root and at 15 cm. distance, the 
patient fixes the finger tip held 1 cm. 
from the median line toward the side 
of the eye to be examined. If this eye 
deviates toward the temple, it is an ab- 
solute sign it is blind or amblyopic. If 
there is no deviation, the test is nega- 
tive and indicates that the eye cannot 
be blind or amblyopic. Note, however, 
that the test would also be negative in 
paralysis of accommodation, so this 
must be ruled out. 

Many tests have been used and de- 
scribed which depend on the reflection 
of images from inclined mirrors. Most 
of these are of boxlike construction and 
are open to the criticism of all box tests, 
that the patient’s eyes cannot be ob- 
served. One of the earliest and best of 
such tests was that of Fles. A rectangu- 
lar box holds two mirrors of a definite 
size, placed vertically with an inclina- 
tion of 120°. The small dimensions of 
the apparatus cause prolonged efforts 
of accommodation before the images 
are found, and the images are placed so 
close together that it produces a lack 
of precision in the answers of the pa- 
tient. 

This test has been modified in nu- 
merous ways and the literature lists at 
least a dozen tests under as many men’s 
names, but all based on the same prin- 
ciple. Probably the best-known modi- 
fication is the optoscope of Bertin-Sans, 
but this has also long since been dis- 
carded by most examiners. 

A very simple, rapid, and exact test 
is the one devised by Dr. Percy Friden- 
berg. This consists of a modified trial 
frame with an arm extending from each 
side, from which hangs a test card. The 
bridge of the frame is extended forward 
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to an arm+which the patient holds to 
keep the frame in place. This arm is 
then prolonged farther and united to it 
is a horizontal arm which carries a 
small mirror. The mirror can be ro- 
tated laterally through an arc of 180 
degrees. When the pointer on the mir- 
ror is at 90 degrees, the plane of the 
mirror is at right angles to the line of 
vision of the eye on the corresponding 
side, and this eye sees its own image. 
The test card on this side, however, is 
not normal to the mirror, and its reflec- 
tion is seen only by the opposite eye, 
which the subject presumes to be un- 
concerned in the visual act. 

We have made mention.of numerous 
procedures, tests, and instruments 
which have been or are being used in 
testing for simulated blindness. One 
test, however, I have left until the last 
because in my own experience it has 
proved the most valuable of all. The 
earliest use of the stereoscope in this 
type of examination is usually credited 
to either Hogg or Lawrence. The in- 
strument itself is, of course, familiar to 
all. It is necessary merely to emphasize 
several points about its use. First, the 
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hood about the eyepiece should be re- 
moved; second, do not use intricate 
cards which require fusion or stereop- 
sis, as it is necessary only to prove the 
presence of simultaneous vision. In my 
own experiences I have found the cards 
which I myself made superior to those 
sold by instrument makers. 

In conclusion, I would emphasize the 
following points: 

(a) Use those tests which are sim- 
plest and easiest for you, but be thor- 
oughly ‘familiar yourself with every 
procedure you employ. 

(b) Work rapidly and uninterrupted- 
ly, but repeat any tests as often as you 
like at various stages of the examina- 
tion. 

(c) Dominate the patient. Confuse 
him if you like, but insist that his an- 
swers be prompt and concise, and elimi- 
nate irrelevant statements on his part 
and unnecessary conversation on your 
own part. 

The author is grateful to Dr. Roy 
Mason of St. Louis, for his kind as- 
sistance in the preparation of this paper. 
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INTRACAPSULAR VERSUS EXTRACAPSULAR EXTRACTION 
OF CATARACT 


Harry S. Grape, M.D. 
CHICAGO 


The results in two hundred cataract extractions, divided evenly between the extra- 
and intracapsular methods, are listed in tabular form. The author finds the results 
favor the intracapsular method, which in the hands of a skillful operator he considers 
to be as safe as the older capsulotomy method. Read before the Section on Ophthal- 
mology at the 84th annual session of the American Medical Association in Milwaukee, 


June 15, 1933. 


Following is a comparison of the re- 
sults of 200 consecutive extractions of 
cataract that I have performed within 
the past three years, one half intra- 
capsular and one half extracapsular. No 
congenital, juvenile, or traumatic cata- 
racts are included in this series, al- 
though, as will be seen later, there were 
other types than the simple senile. The 
statistics are presented merely to re- 
cord one man’s experience with two 
different forms of operation on the 
same class of patients, under unchang- 
ing hospital conditions and with the 
same set of assistants. 

In general, both operations are iden- 
tical up to a certain point, and hence 
one description will suffice, as follows: 
general preparation of the patient; lav- 
age of the tear sac; previous cleans- 
ing of the conjunctival sac with a 
1:5,000 dilution of oxycyanide of mer- 
cury solution ; mild hypnosis two hours 
before operation; O’Brien or Van Lint 
akinesis if deemed necessary, but not 
as a routine measure; instillation of 
cocaine and epinephrine anesthesia; 
retrobulbar anesthesia through the up- 
per transitional fold; external canthot- 
omy when necessary; bridle suture 
under the superior-rectus muscle; fixa- 
tion of the eyeball with Elschnig or 
O’Brien-Elschnig forceps; retraction 
of the lids with Fisher hooks (no 
speculum was ever used); two-fifths 
Graefe incision at the limbus with a 
large conjunctival flap; single or dou- 
ble silk suture of the flap, loosely tied 
and laid aside; incision of the root of 
the iris; peripheral iridectomy or com- 
plete iridectomy as considered advis- 
able. 

In extracapsular extraction, the op- 
eration then proceeded with the fol- 
lowing steps: capsulotomy either with 


a cystitome or with capsule forceps; 
delivery of the lens by pressure at the 
lower limbus with a large hook, and 
counter-pressure on the scleral lip of 
the incision with a Fisher flat spoon; 
lavage of the anterior chamber with 
sterile physiologic solution of sodium 
chloride when the cortex remained 
visible ; removal of chunks of the cortex 
or pieces of the capsule with a Jaeger 
spoon when necessary; suture of the 
conjunctival flap tied; subconjunctival 
reposition of the iris; instillation of 
atropine in the case of complete iridec- 
tomy or of physostigmine (eserine) in 
the case of peripheral iridectomy or in- 
cision of the root of the iris; removal 
of the bridle suture; closure of both 
eyes. 

In intracapsular extraction, the op- 
eration deviated from the foregoing 
procedure in the following steps: The 
capsule near the lower pole of the lens 
was grasped with the Elschnig-Stan- 
culeanu forceps and the lens rocked 
from side to side for about ten seconds, 
or until dislocation of the lens could 
be seen or felt. Pressure was then ap- 
plied with the blunt hook at the lower 
limbus in a backward and then a back- 
ward-upward direction, at the same 
time making gentle traction on the cap- 
sule with the forceps (about 80 per- 
cent push with the hook and 20 per- 
cent pull with the forceps. As the lens 
presents in the wound, the pull was 
lessened and the final delivery effected 
almost entirely with the hook. Closure 
of the conjunctival-flap suture was 
carried out. Atropine was used in the 
case of complete iridectomy and physo- 
stigmine in the case of peripheral 
iridectomy. Then followed subconjunc- 
tival reposition of the iris, removal of 
the bridle suture and closure of both 
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eyes. In case the capsule ruptures or 
cannot be grasped by the forceps, the 
delivery is completed exactly as in the 
case of extracapsular extraction. 

As all operations were performed in 
a wheeled bed, the patients were re- 
turned to their rooms without undue 
jostling. In every case the eye was 
dressed at the end of twenty-four hours 
and subsequently every twenty-four 
hours. Both eyes were bandaged for 
from two to four days, and the pa- 
tients were kept in bed two or three 
days. The eye operated on was ban- 
daged for from seven to ten days and 
subsequently was merely protected by 
dark glasses. Treatment after the op- 
eration was merely that indicated by 
the condition of the eye. Glasses were 
usually prescribed five or six weeks 
after operation. 


Statistical Analysis 


Sex. The sex of the patients in this 
series is given in table 1. 


Table 1 
SEX INCIDENCE 
Extra- Intra- 
capsular capsular 
60 52 


Age. The age of the patients in this 
series is given in table 2. 


Table 2 
AGE INCIDENCE 
Extra- Intra- 
capsular capsular 
Youngest ......... 38 years 28 years 
88 yeas 84 years 
Average .......... 64.7 years 61.9 years 


Owing to the comparatively small 
number of cases (200), there are no 
conclusions to be drawn from these fig- 
ures. The statements of other operators 
that in young patients the intracapsu- 
lar extraction is more difficult and less 
apt to be successful than in older pa- 
tients can be corroborated. 

Type. The types of cataract for which 
operation was performed are given in 
table 3. 


GRADLE 


Table 3 
TYPES OF CATARACT REQUIRING OPERATION 
Extra-  Intra- 
Cataract capsular capsular 
Senile immature ............ 25 22 
49 42 
Senile hypermature ......... 3 3 
Immature in a diabetic person 4 2 
Mature ina diabetic person... 3 4 
Te 8 17 
Glaucomatous .............. 7 8 


Table 3 is a mere statement of fact 
and needs but little comment. 

Iridectomy. In this series of cases, 
excision of the iris was performed as 
shown in table 4. 


Table 4 
TYPE OF IRIDECTOMY 
Extra- Intra- 

Operation capsular capsular 
None performed ........ 0 1 
25 8 
70 46 
5 45 


Preliminary iridectomy was _ per- 
formed in a limited number of cases for 
one of two reasons. In the first in- 
stance, there are a certain number of 
cases in which the lenses are sufficient- 
ly opaque to interfere with the vision 
necessary for every-day existence, in 
which there is a definite intumescence 
of the lenses, and in which progress of 
the opacity to the surgical point is un- 
duly slow. Extraction of the lens is 
safer and simpler in the presence of a 
complete opacity than in the condition 
of an immature intumescent opacity. 
In such cases, preliminary iridectomy is 
justified. In the second place, there are 
some patients who present a bad surgi- 
cal risk because of lack of self-control. 
This can usually be determined while 
one is washing the tear sac. In some 
cases, a preliminary iridectomy is justi- 
fied in order to accustom the patient 
to surgical procedure. Complete iridec- 
tomy was performed for the following 
reasons: (a) when the pupil was too 
rigid to permit the passage of the lens; 
(b) when well-advanced arcus senilis 
was present, thus covering the colo- 
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boma; (c) when the iris prolapsed fol- 
lowing the incision, although no pres- 
sure was made by the fixation forceps, 
and (d) in cataracta glaucomatosa. 

The ideal extraction of the lens 
should be performed with a small pe- 
ripheral iridectomy or with incision of 
the root of the iris, but in the afore- 
mentioned cases, the advantages of a 
round central pupil are overshadowed 
by the dangers of prolapse of the iris. 
It is certain that an intracapsular ex- 
traction is much less difficult with a 
complete iridectomy than with a pe- 
ripheral one, but, on the other hand, 
the maintenance of a continuous iris 
diaphragm is of great advantage to an 
aphakic eye, both mechanically and op- 
tically. 

Intracapsular delivery. In this series, 
the intracapsular delivery was success- 
ful as shown in table 5. 


Table 5 
RESULT OF INTRACAPSULAR EXTRACTION 
Cases 


For this, the Elschnig method of 
notation was used: Plus (+) indicates 
complete intracapsular delivery of the 
lens ; plus-minus (+), a rupture of the 
capsule at the moment of delivery, after 
the lens is engaged in the wound, and 
complete delivery of the cortex and 
capsule, although ‘not in one piece; and 
minus (—), rupture of the capsule with- 
in the eyeball, necessitating extracap- 
sular delivery of the lens. The lenses 
that were delivered as + need no com- 
ment, nor do the + cases. The failure 
to deliver the lens within its capsule 
occurred in the types of cataract given 
in table 6. 


Table 6 
FAILURE OF OPERATION 

Cataract Cases 
2 
8 
2 


In other words, the type of cataract 
seems to have but little influence on 
the failure or success of complete in- 
tracapsular delivery. The ages of the 
patients in the twenty cases were 28, 
28, 28, 29, 30, 47, 48, 49, 59, 60, 61, 62, 
63, 69, 70, 71, 73, 79, and 84, respective- 
ly. The average age was 55.8 years, 
which is somewhat lower than the av- 
erage in general. It will be noted that 
there was a relatively high percentage 
of patients of comparatively young age. 

Needling. In this series of cases, the 
number of needlings necessary after 
extracapsular extraction was sixty-one, 
and after attempted intracapsular ex- 
traction, six. 

It is realized that 61 percent of need- 
lings after extracapsular extraction is 
an unduly high percentage, and I can- 
not account for it. Seemingly, it made no 
difference whether the anterior cham- 
ber had been washed or not, or whether 
a cystitome or toothed capsule forceps 
was used. Of the six cases that re- 
quired needling after attempted intra- 
capsular extraction, two were + cases 
and four were — cases. Herein lies one 
of the great advantages of intracapsular 
extraction or the attempt thereat. 

Prolapse of the vitreous. In this 
series, the number of prolapses of the 
vitreous during extracapsular extrac- 
tion was nine, and during intracapsular 
extraction three. 

In the extracapsular cases, vitreous 
was lost as follows: 

Cataracta complicata: 1 case with complete 
iridectomy; 1 case with peripheral iridec- 
tomy. 

Immature cataract: 1 case with peripheral 
iridectomy. 

Mature cataract: 1 case with complete iri- 
dectomy; 2 cases with preliminary iri- 
dectomy. 


Tetanic cataract: 1 case with complete iri- 
dectomy. 


Thus it can be seen that the type of 
iridectomy seemed to play no role in 
the production of a loss of vitreous. In 
the nine cases in which extracapsular 
extraction was used, the final vision 
was 0.5 in two cases, 0.8 in one case, 
and 1.0 in the remaining six cases, show- 
ing that in no case did the loss of vit- 
reous damage to any serious extent the 
ultimate integrity of the eye. 
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Among the intracapsular cases, vit- 
reous was lost three times. The first 
was one of mature senile cataract in 
a 48-year-old man on whom a periph- 
eral iridectomy was performed during 
the extraction; it was a minus case, and 
the final vision was 1.0. The second was 
the case of a 46-year-old woman with 
cataracta complicata, 18 diopters of my- 
opia, and fluid vitreous. Complete iri- 
dectomy was performed and a + ex- 
traction. The final vision in this case 
was 0.4. The third case was one of cata- 
racta glaucomatosa in a 64-year-old 
woman with mere perception of light. 
The operation was completed success- 
fully, with complete iridectomy, but on 
tying the flap suture, the sleeve of my 
gown caught the lower-lid hook, driv- 


ing that forcibly against the eyeball . 


with resultant gush of vitreous. The 
healing in this case was uneventful, but 
the ultimate vision was mere percep- 
tion of light, owing to well-advanced 
glaucomatous atrophy of the optic- 
nerve head. So in reality the loss of 
vitreous cannot in justice be charged 
against the intracapsular operation, 
which would reduce the figures of loss 
of vitreous to 2 percent. This is in quite 
marked contrast to the percentage of 
loss of vitreous among the cases of ex- 
tracapsular extraction. 

Prolapse of the iris. In this series, the 
number of prolapses of the iris after 
extracapsular extraction was nine, and 
after intracapsular extraction, seven. 
In the extracapsular series, four of the 
prolapses occurred in mature cataracts, 
four in immature, and one in a glau- 
comatous cataract. In all of them, there 
had been complete iridectomy. They all 
occurred between the third and sixth 
postoperative day. Two were so exten- 
sive as to require excision by second- 
ary operation; the other seven were 
only inclusions of one of the coloboma 
pillars in the wound and were well cov- 
ered by the conjunctival flap. The final 
vision in each case was 1.0, 0.8, 0.8, 0.8, 
0.6, 0.5, 0.4, 0.2, and perception of light, 
respectively. But in all of the cases of 
poor vision, there was a definite pre- 
operative pathologic entity for a cause. 
Thus it would seem that a pathologic 
eye is more susceptible to postoperative 
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prolapse of the iris than a simple senile 
cataractous eye. 

In the intracapsular series, three of 
the prolapses occurred in mature cata- 
racts, three in immature cataracts, and 
one in a tetanic cataract. Three were so 
extensive as to require excision by sec- 
ondary operation, while the remaining 
four were small pillar inclusions well 
covered by conjunctiva. The final vi- 
sion in each case was 1.0, 1.0, 1.0, 1.0, 
0.6, 0.6, and 0.5, respectively. In the lat- 
ter three cases, there were pathologic 
conditions in the fundi that accounted 
for the vision. 

I consider this number of prolapses 
of the iris unduly high, but as the ma- 
jority followed marked restlessness or 
nervous vomiting by the patient, I do 
not see the remedy. In the more recent 
cases of the series in which a prolapse 
of the iris or the vitreous might be ex- 
pected a priori, I have used two con- 
junctival sutures, one at axis 60 and 
one at axis 120, It is my impression that 
this procedure reduces the incidence of 
prolapse. 

Astigmatism. In this series of cases, 
the incidence of postoperative astigma- 
tism was as given in table 7. 


Table 7 
ASTIGMATISM 
Astigmatism Extra- Intra- 
capsular capsular 
Number of cases 
with less than 
0.5 diopter ..... 23 25 
Maximum 
amount of astig- ; 
ee 9 diopters 7 diopters 


Average amount 
of astigmatism . 
Number of cases 
with more than 
3 diopters ...... 11 8 


2.20 diopters 2.18 diopters 


There is no practical difference in 
this respect between the results after 
intracapsular and extracapsular extrac- 
tions. 

Visual results. In this series of cases, 
the visual results were as given in 
table 8. 

Vision of 0.6 or better is perfectly 
satisfactory for the average person, par- 
ticularly if he has experienced previ- 
ously poor vision as a result of cata- 
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Table 8 
VISUAL RESULTS 
Extra- Intra- 
capsular capsular 
21-80% 29 +84% 
1;16% 
Less than 0.1 ..... 4 5 
dad 100 100 


ract. With vision of 0.6 or better, type 
of any size used in the average litera- 
ture can be read with ease, and one 
must consider such vision to be satis- 
factory as the end-result of extraction 
of the cataract. The cause of vision of 
less than 0.6 is given in table 9. 


Conclusions 


The conclusions may be divided into 
statistical and impression conclusions. 

Statistical conclusions. The compari- 
son of the results of 200 consecutive 
extractions of cataracts, one half by the 
Elschnig intracapsular method and one 
half by the extracapsular or capsulot- 
omy method, shows but few differences 
except in the matter of secondary need- 
lings and in vitreous losses. Here the 
percentage is markedly in favor of the 
intracapsuar method. In the matter of 
prolapses of the iris, postoperative as- 
tigmatism, and final vision, there is but 
little to choose between the two meth- 
ods. 

Impressional conclusions. From the 
work performed in this series of cases, 
I have gained some definite impressions 
that cannot be corroborated statistical- 
ly, but which to my mind are positive, 
as follows: 

The ideal operation for removal of 
cataract today is the Elschnig intracap- 
sular extraction with a round pupil. 
That operation, however, is not for the 
casual operator, but requires the nicety 
of feel that can result only from con- 
tinuous operating. 


Table 9 


CAUSE OF VISION OF LESS THAN 0.6 
Extra- Intra- 


Cause capsular capsular 
Vision 0.5: 
Glaucomatous atrophy ........ 1 0 
1 0 
Senile atrophy of nerve ....... 1 0 
Secondary glaucoma .......... 1 0 
Thrombosis of superior branch 
OF 0 1 
Central choroiditis ............ 0 | 
Secondary membrane, but re- 
fused needling .............. 0 1 
Vision 0.4: 
Optic atrophy—unknown cause 1 0 
Glaucomatous atrophy of optic 
Old uveitis and retinitis ....... 0 2 
Myopic choroiditis ............ 0 2 
Vision 0.3: 
1 0 
Old uveitis and retinitis ........ 2 0 
Glaucomatous atrophy of optic 
Vision 0.2 
Hemorrhagic retinitis ......... 1 0 
Optic atrophy—unknown cause 0 1 


Vision less than 0.1: ’ 
Glaucomatous atrophy of optic 


Central choroiditis............. 1 0 
Exudative retinitis ............ 0 1 


If the removal of the lens within the 
capsule is not successful, the operation 
can be completed as an extracapsular 
extraction without any added dangers. 

After intracapsular extraction there 
is less irritation of the eye than after 
extracapsular extraction. 

The healing process is more rapid 
after intracapsular extraction. 

There is not the distortion of the pu- 
pil following the Elschnig method that 
occurs so frequently after other types 
of intracapsular extraction. 

In the hands of the experienced oper- 
ator, the Elschnig method of intracap- 
sular extraction is just as safe, if not 
more so, than the older capsulotomy 
method. 

58 E. Washington Avenue. 
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THE CHEMISTRY OF THE LENS 


IV. The Nature of the Lenticular Proteins 


ARLINGTON C. Krause, PH.D., M.D. 
BALTIMORE 


The relation of the proteins of the lens to its growths, metabolism, senescence, and 
degeneration is discussed. From the Wilmer Ophthalmological Institute of the Johns 
Hopkins University and Hospital, Baltimore, Maryland. 


In 1830, Berzelius? recorded in his 
textbook that the lenticular protein was 
a globulin. In this early vitalistic period 
of organic chemistry, lenticular protein 
was probably thus classified, because it 
possessed properties similar to those of 
the globule-free portion or globulin of 
the blood, and not because it was ob- 
tained from the globe of the eye’. Until 
the time of Morner, however, the in- 
vestigations were sporadic and added 
little to the knowledge of the lenticular 
protein. In 1894, Mérner® found 35 per- 
cent lenticular protein, of which 17 per- 
cent was albuminoid, 6.8 percent alpha- 
crystallin, 11.0 percent beta-crystallin, 
and 0.2 percent albumin. The insoluble 
albuminoid was found chiefly in the nu- 
cleus, beta-crystallin mostly in the inner 
part, and alpha-crystallin in the outer 
part of the lens; the albumin was not 
localized. The methods which Morner 
used for the separation of the various 
proteins have not been essentially 
modified by later investigators. Jess* 
has isolated various amino acids from 
the hydrolysates of the proteins, but his 
data can not be compared with the re- 
sults presented here, because of tech- 
nical reasons. The analytical chemistry 
of the lenticular proteins has been re- 
ported in previous articles®®. 

The large number of papers on the 
theories of the behavior of lenticular 
proteins, and of summaries of the litera- 
ture on the chemical history of the pro- 
teins has made it unnecessary to redi- 
gest the previous reports here. The pur- 
pose of this communication is to corre- 
late, according to the present knowl- 
edge, the life history of the lenticular 
proteins, beginning with their forma- 
tion from the amino acids, and ending 
with their degeneration into amino-acid 
derivatives. 


The Amino Acids in the Lens 


The amino acids in the lens have a 
definite structural significance in rela- 
tion to the lenticular proteins. After 
alimentary digestion of protein, a part 
of the amino acids, which are absorbed 
by the blood, is distributed to all of the 
tissues of the body, including the aque- 
ous humor and, in turn, the lens. The 
quantity of amino acid in the lens varies 
directly with that in the blood. The 
rate of exchange of the amino acid be- 
tween the blood and the aqueous hu- 
mor, and also between the aqueous hu- 
mor and the lens is dependent upon the 
different concentrations of the amino 
acid in these three media. The total fluc- 
tuation of the rate will normally tend to 
be small. In the lens, only a slight quan- 
tity of the amino acids is thus acquired 
for temporary storage. From this store 
of amino acids, the lens may take cer- 
tain acids for its growth, and for re- 
placement of the nitrogenous constit- 
uents of the lens used during metab- 
olism. For the formation of new len- 
ticular protein, at least four and prob- 
ably -more amino acids are necessary. 
Since lysine is indispensable to growth, 
and tryptophane, cystine, and histidine, 
to life, it is also probable that these four 
amino acids can not be synthesized 
by the lenticular cells. If one of these 
acids is absent, no new protein can be 
formed, and therefore, no new lenticu- 
lar protoplasm can be made. Many of 
the other amino acids, however, may 
originate in the lens, and it may not be 
necessary for them to be brought to it. 
The amount of arginine, histidine, ly- 
sine, cystine, and tryptophane in albu- 
minoid, alpha-, beta-crystallin, and al- 
bumin is large. The metabolism of a 
tissue containing such proteins requires 
relatively ample quantities of the four 
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essential amino acids for maintenance 
and growth. Fortunately, the lens has 
a low minimal endogenous metabolism 
in contrast to many other tissues of the 
body. 


The Synthesis of the Lenticular 
Proteins 


Synthesis. The synthesis of a protein, 
such as a lenticular protein, from amino 
acids and polypeptides, is frequently re- 
garded as the reverse of the proteolytic 
process. This theory has never been 
proved, and the evidence so far is 
against it. The naturally occurring pro- 
teases in the lenticular cells hydrolyze 
many kinds of proteins. Since the pro- 
teins of the lens have quite specific 
chemical, physical, and immunological 
qualities dependent upon hereditary 
factors, it is extremely illogical to sup- 
pose that the same proteases which hy- 
drolyze the lenticular proteins are able 
to resynthesize such specific complex 
proteins. In other words, the formation 
and hydrolysis of the lenticular proteins 
can not be likened as yet to a simple 
reversible molecular chemical reaction. 
The synthesis of these proteins may or 
may not take place by a series of poly- 
merizations, dehydrations, oxidations, 
and reductions in the manner which 
was suggested by Pauly’. 

Metabolism and glutathione. In 1912, 
Reis® ® made the interesting discovery 
that the nitroprusside reaction for cys- 
teine was positive in the normal lens 
and slightly positive or negative in 
senile cataracts. In traumatic and scle- 
rosed cataracts, the reaction was also 
positive. This observation has been con- 
firmed by Cohen, Kamner and Killian”, 
Jess", Shoji’?, and Weinstein’*. The 
data of Reis are shown in the following 
table: 


Of the lens proteins, beta-crystailin 
gave a strong nitroprusside reaction, 
alpha-crystallin a weak reaction, and 
albuminoid none. The nitroprusside 
reaction therefore showed: that beta- 
crystallin was absent in hypermature 
cataracts and present, in traces, in the 
mature cataract. The black cataract 
contained beta-crystallin, but no gluta- 
thione. 

Goldschmidt", after a detailed inves- 
tigation of the cysteine reaction of lens 
discovered that the lens possessed an 
internal autoxidation system with glu- 
tathione as the autoxidizable constitu- 
ent, and beta-crystallin as the thermo- 
stabile residue. Practically all of the 
free soluble sulfhydryl compounds in 
the lens were reduced glutathione”. 
Uvei"’ found 0.27 to 0.33 percent gluta- 
thione in the lenses of the fed and 
starved rabbit, dog, and guinea pig. Of 
all the ocular tissues containing free 
sulfhydryl compounds’, the lens pos- 
sessed the largest quantity of gluta- 
thione’’. With aging of the lens or the 
usual maturation of the cataract, the 
oxygen consumption of the lens de- 
creased in parallel with the beta-crys- 
tallin and glutathione’ or in other 
words, the younger the lens fiber, the 
more the glutathione. The autoxidation 
process of the glutathione system was 
greatly affected by the pH’, tempera- 
ture ** 21, and by the presence of iron or 
copper*’. A pH below 7.0 prevented the 
oxidative process of glutathione in the 
human lens*®. Without the presence of 
iron or copper, glutathione was only 
slowly oxidized. Oleic acid accelerated 
the oxidative processes affected by glu- 
tathione’®. Kranz”? found that ultrared 
radiation produced no effect on the sulf- 
hydryl system, and Jess and Kos- 
chella?*, Abderhalden and Wertheimer”! 


THE NITROPRUSSIDE REACTION 


Type of Cataract 


Cortex Nucleus 
Ne Ne 
67% Neg 98% Neg. 
15% Neg. 85% Neg. 
10% Neg. 15% slightly Pos. 
75% slightly Pos. 
Pos. Slightly Pos. 
Pos. Pos, 
Pos. Pos. 
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found the same to be true of ultraviolet. 
Shoji**, Adams", and Chalapecky”* re- 
ported to the contrary, that ultraviolet 
produced a definite effect. Kogel*® be- 
lieved that under the influence of light, 
the sulfhydryl compounds of the lens 
were reactivated. Schmerl and Thiel?’ 
observed that the aqueous humor gave 
a negative nitroprusside reaction, but 
after damage to the lens capsule, it gave 
a positive reaction. This may be due to 
increased permeability of the capsule or 
to the liberated autolytic products of 
the injured subcapsular cells. Through 
autolysis, any dying, or dead, lenticular 
cell liberates from the proteins soluble 
sulfhydryl products which are diffusi- 
ble through the lens capsule*. The 
quantity of glutathione in the lens fiber 
or cell becomes less as the fiber or cell 
ages, because the inert albuminoid in- 
creases, and the protein metabolism de- 
creases. 

The exact significance of the relation 
between the lenticular autoxidation pro- 
cess of Hopkins-Goldschmidt and the 
lenticular metabolism can not be judged 
as yet. The importance of glutathione in 
the cell of the lens is due to the fact that 
it serves as a part of an oxidation-reduc- 
tion system. Glutathione is a tripeptide 
consisting of cysteine, glutamic acid, 
and glycine with the cysteine as the re- 
active group. In the lens, oxidation oc- 
curs, with the beta-crystallin, as the 
thermostabile protein, containing a free 
sulfhydryl group, as shown by the ni- 
troprusside reaction. In this oxidation, 
the protein sulfhydryl is oxidized in 
neutral or faintly alkaline solutions to 
disulfide, and the nitroprusside reac- 
tion of the protein disappears. The beta- 
crystallin may be reduced again by 
strong solutions of sulfhydryl com- 
pounds, such as cysteine or glutathione, 
and then reoxidized. Other lens pro- 
teins, such as albuminoid and alpha- 
crystallin, also may be made to act in 
the same manner after proper treat- 
ment”, In other words, there is a re- 
versible interaction between gluta- 
thione, beta-crystallin and molecular 
oxygen or an oxygen donator, which 
oxidizes or reduces proteins. Gluta- 
thione, in the reduced form, in acid solu- 
tions, also induces a rapid oxidation of 


lecithin and unsaturated fatty acids, 
such as oleic acid, while it itself remains 
unchanged. However, glutathione evi- 
dently is in no way associated with the 
cytochrome oxidation system or carbo- 
hydrate oxidation. It has been sug- 
gested by Waldschmidt-Leitz” that the 
specific action of sulfhydryl groups and 
the inactivity of the oxidized sulfhydryl 
groups in the activation of intracellular 
proteolysis show the dependence of hy- 
drolytic metabolic processes on the oxi- 
dation potential of the cells. Apparent- 
ly, the direction of protein transforma- 
tion, whether toward hydrolysis or syn- 
thesis, is a matter of oxido-reduction 
processes. Synthesis, in the presence of 
sulfhydryl compounds, is probably 
dominant with high oxygen tension, 
and autolysis with low oxygen ten- 
sion™, The evidence is that the knowl- 
edge concerning glutathione in lens 
points more toward its effect on pro- 
tein metabolism and less on inner res- 
piration. 

Day, Langston, and O’Brien™ re- 
ported that cataracts occurred in vita- 
min-G or -B, deficiency. Apparently, 
there is a definite relationship between 
this type of cataract and the metabolism 
of the lens. Nagai** found the amount of 
glutathione in muscle greatly de- 
creased, and perhaps absent in this dis- 
ease. Gavrilescu and Peters® noted -a 
lower power of oxygen consumption, 
and Kinnersley and Peters** reported 
the occurrence of a localized lactic 
acidosis of the brain tissue in vitamin-B 
deficiency. Yoshimoto* noticed that 
cold cataract was greater and lasted 
longer in this same disease. These ob- 
servations suggest that the cataract of 
O’Brien is associated with glutathione, 
protein metabolism, and local acidosis. 


The Lenticular Proteins 


Growth and senescence. The manner 
in which the lens grows is significant in 
the understanding of its chemistry. The 
cavity of the lenticular vesicle of the 
embryo is formed from the invagination 
of the ectoderm. It is filled by the sagit- 
tal prolongation of the posterior cells 
of the cavity. These fibers which tra- 
verse the lens form the nucleus. The 
remaining single layer of anterior cells 
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of the cavity later forms the lenticular 
epithelium beneath the anterior portion 
of the capsule. By the constant process 
of gradual elongation from meridional 
rows of subcapsular cells, the lenticular 
epithelium grows peripherally into long 
lens fibers arranged in concentric radi- 
ating lamellae extending from the an- 
terior to the posterior septa. The out- 
ermost fibers are the youngest and the 
innermost the oldest. The nuclei of the 
oldest part of the lenticular nucleus dis- 
appear. The growth of the outermost 
layers of the fibers continues into ad- 
vanced life. In other epithelial struc- 
tures, such as the skin, the remains of 


of the lens for the first two years of life 
are not acceptable for mathematical 
treatment, since the growth of cattle 
during these years, and of other animals 
during a corresponding period of life, 
shows a cyclic nature*’. After the early 
period of life, however, the growth of 
the lens is noncyclic and follows the 
course of a monomolecular reaction. 
The equation for a monomolecular re- 
action may be written: 


«=A(1— EK‘) 
where + is the weight of the lens at any 


time, ¢; A, the weight of the bovine lens 
at maturity, or 2.6 grams, and K and E 
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Fig. 1 (Krause). Relation of weight to age of lens. Equation of age- 
weight curve: x=2.6 (1—e7°-# (t*9-™), where x is the weight of any lens 


at the birth age, t. 


the oldest tissue are exfoliated, but in 
contrast the oldest fibers of the lens.are 
condensed and form the nucleus. Thus, 
structurally, the postnatal growth of the 
lens in size is not directly in proportion 
to the number of cellular units, but is 
ooviously less. Moreover, if there were 
no stimulation to cause proliferation of 
anterior epithelial cells, after prolonga- 
tion of the last epithelial cells there 
would be no increase in growth. 

The growth of lens may be studied in 
another manner by plotting the curve 
of growth. Fortunately, for the purpose 
of the calculation of this curve, the re- 
port of Jess* on the weights of the 
lenses of cattle of various ages is avail- 
able. Although the data are meager, 
they are sufficient in number to give a 
suggestive tentative curve. The weights 


are constants. By substituting for the 
values of A, x, and t, and solving for K, 
the equation becomes: 


x = 2.6(1— E-040) 


where ¢ is the conceptional age of the 
animal. Since the gestational period of 
the calf is 0.77 years, tin the above equa- 
tion represents gestational age (0.77) 
plus age of birth, in order to give the 
conceptional age. Figure 1 shows the 
curve of the monomolecular reaction 
applied to plotted weights taken from 
the report of Jess. It shows that the non- 
cyclic growth of the lens decreases ac- 


cording to the law of organic growth. . 


The curve suggests that the true senile 
cataract is the result of the biochemical 
senescence of the lens. 

The interpretation of the curve of 


| 


2.70 
1, 
d 
ic 
it 
d 
of 
er 
in 
he 
he 
on I 
he 
|_| 


506 


growth of the normal bovine lens adds 
weight to the theory of Vogt that the 
senile cataract develops as a result of 
the prolongation of the aging process 
of the normal lens. It also must be em- 
phasized here that the chronological 
age does not necessarily correspond to 
the physiological age of the lens, and 
that each lens has its own physiological 
individuality. 

The process of growth and senescence 
of the lens may be demonstrated by the 
protein partition of the concentric lay- 
ers of the lens of various ages. Accord- 
ing to table 1, the albuminoid increases 
with the age of the fibers, partly at the 
expense of the alpha-crystallin. The 
physiologically active beta-crystallin 
remains unchanged in concentration ex- 
cept in the oldest part of the nucleus, 
where the albumin and beta-crystallin 
are probably decreased by physiological 
use, or, in part, rendered inert by desic- 
cation. The diminution of the nonpro- 
tein nitrogen indicates that the older 
the fiber processes, the less the nitroge- 
nous metabolism. 

It may be said that the process of 
lenticular senescence actually begins 
with the early embryonic stages of de- 
velopment. The lens grows old most 
rapidly when it is youngest. As it ages, 
less chemical change per unit weight 
occurs and its metabolism is decreased. 
In accord with the senescence of other 
mammalian tissues, the lens loses water 
and gains in inorganic substances. The 
permeability of the fibers decreases. 
During the lenticular growth, the pro- 
toplasm which was gradually formed, 
is transformed into inert substances, 
such as albuminoid, which are less ca- 
pable of continuing metabolism and 
protoplasmic growth than the original 
protoplasmic protein. Thus, the physi- 
ological senescence tends constantly to- 


ARLINGTON C. KRAUSE 


ward protoplasmic stability. The rate at 
which this transformation takes place is 
naturally influenced by the individual, 
species, and other factors. In other 
words, the lenticular machinery is 
metabolically clogged by its own physi- 
ological growth and in the end tends to 
stop. 

The reversal of senescence or reju- 
venescence of the lens in the light of our 
present knowledge is an improbable 
process. If the chemical equilibrium 
could be altered so that the insoluble 
albuminoid would become the hydrated 
soluble alpha-crystallin, if the metabo- 
lism would be increased, and the cap- 
sule and fibers would be made more per- 
meable, there might be a possibility of 
preventing or delaying senility of the 
lens. 

Distribution of the proteins. Since the 
growth of the mammalian lens relative- 
ly tends asymptotically towards a maxi- 
mum, the total amount of lenticular pro- 
tein also tends to follow the same 
course. As shown by the following data 
selected from the report of Jess**, the 
lens during growth and senescence 
demonstrates the same physiological 
disposition as other body tissues**. The 
ratio of water to the total protein, and 
the alpha-crystallin to the albuminoid, 
decreases continuously with the age of 
the lens. The quantity of beta-crystallin 
and albumin diminishes slightly with 
the growth”. 

A similar distribution of the lenticu- 
lar protein occurs in the individual lens, 
which is a reflection of the chronologi- 
cal history of the lenticular fibers. It 
has been mentioned previously that 
Morner observed that albuminoid and 
beta-crystallin were in greater amount 
in the nucleus, and alpha-crystallin in 
the cortex. Morner obtained a large 
quantity of albuminoid, evidently be- 


RELATION OF PROTEINS TO THE AGE OF THE LENS 


Age Weight of lens 
grams 
5 wks. 0.9309 
1.5 yrs. 1.8522 
4 years 2.0508 
6 years 2.5416 
12 years 2.6720 


16 years 2.6788 


Total protein Soluble protein 


percent percent 
32.33 24.95 
34.5 19.93 
34.24 19.41 
36.0 17.62 
35.59 17.69 
16.10 


¥ 


THE CHEMISTRY OF THE LENS 507 


cause he used the lenses of small, old, 
European cattle, and also, as he stated, 
because he allowed the protein extract 
to stand for several days. Unfortunate- 
ly, many of the American and British 
investigators have not carefully read 
Morner’s classical and unusually pre- 
cise study of the chemistry of the ocular 
refractive media, and, as a result, his 
statements have been frequently dis- 
regarded and misquoted. 


PROTEIN DISTRIBUTION IN THE LENS 
IN PERCENT 


chemical composition regardless of age. 
In fact, it has not. Analyses show dis- 
tinctly that albuminoid changes chemi- 
cally with age as an individual protein. 
In a strict sense, albuminoid is a mix- 
ture of insoluble proteins which are 
probably derived from alpha-crystal- 
lin*. The albuminoid is metabolically 
inert like many of the other structural 
tissue proteins. It is specially concen- 
trated in the oldest part of the nucleus. 
Beta-crystallin remains practically con- 
stant in quantity during the growth of 


Mérner Krause the lens. In the cortex, the albumin, 
Albuminoid _ 48.6 12.5 peptone, and nonprotein nitrogen are 
Alpha-crystallin 19.4 31.8 naturally in the greatest concentration 
Beta-crystallin 31.4 53.4 A : 
Albumin 0.6 1.46 where the most active protein metabo- 
Mucoprotein* -- 0.84 lism is carried on. The beta-crystallin is 
Nucleoprotein trace 


*This mucoprotein contains a_ small 
amount of nucleoprotein which could not be 
eliminated due to technical difficulties. 


Krause* has separated the various pro- 
teins of the lens of one-year-old cattle 
in a more detailed manner, as shown in 
the following table: 


the metabolically active protein. The 
mucoid is the cementing substance 
which holds the fibers together and per- 
mits them to move easily. From the 
above discussion, it is seen that the pro- 
cess of growth of the lens is actually 
recapitulation of that of the lenticular 
fibers. 


Table 1 


THE PERCENTAGE OF NITROGEN DISTRIBUTION IN THE LENTICULAR LAYERS 
Fraction of 100 lenses (age, one year). 


Nitrogen of lamellae FRACTION 
from without inward I II IV V VI ——— 
ercentage 
Percent of total N of of Total N 
the in 14.7 12.3 18.5 19.6 2i 3 13.4 
each layer . 

Alpha-crystallin N 37.4 35.1 34.9 33.3 30.7 12.4 31.01 
Beta-crystallin N 55.3 54.4 53.5 53.9 53.9 47.2 53.10 
Albumin N ao 2.4 1.5 1.2 i | 0.9 1.50 
Mucoprotein N* 1.3 1.1 2.4 0.4 0.3 0.4 0.72 
Peptone N 0.4 0.4 0.1 0.1 0.1 0.1 0.19 
Nonprotein N 2.9 2.8 1.9 2 0.7 0.6 0.60 


* This mucoprotein contains from 0-20 percent nucleoprotein. 


The amount of albuminoid increases 
with the age of the lens fiber, apparent- 
ly at the expense of the alpha-crystallin. 
However, there is no reason to assume 
that albuminoid is merely insoluble al- 
pha-crystallin, and that it has uniform 


The Autolysis of the Lenticular 
Proteins 

Autolysis of the proteins. The auto- 

lytic breakdown of the proteins takes 

place in certain diseases of the lens. 

Clapp® in 1911 observed that the len- 
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ticular protein was hydrolyzed by the 
intracellular enzymes. Burdon-Coop- 
Goldschmidt*, and Galante*? also 
reported on the autolysis of the lens. 
Krause® has demonstrated that there 
are two kinds of lenticular proteases, 
which may be conveniently called alpha 
and beta protease. The beta protease is 
inactive at the normal pH of the lens, 
but active between pH 7 and 4. It hy- 
drolyzes beta-crystallin and albumin 
into secondary products, such as de- 
rived proteins of small molecular 
weight. The alpha protease is active 
between pH 8 and 3, and hydrolyzes the 
secondary products, resulting from the 
enzymatic action of beta protease on 
beta-crystallin and albumin, into pep- 
tones, polypeptides, and amino acids. 
If the normal pH of the lens is suffi- 
ciently decreased, beta protease be- 
comes active and begins the hydrolysis 
of the beta-crystallin and albumin, and 
the alpha protease continues the cleav- 
age, until peptones, polypeptides, and 
amino acids are formed. This acidosis 
may arise from inflammatory reactions 
in the eye, decreased blood supply of 
the surrounding tissues, decreased per- 
meability of the capsule, and by injury 
or death of the lenticular cells, which 
may be caused by trauma, age, radia- 
tion, or toxin. If the capsule is opened, 
the enzymes from the aqueous humor 
and from the leucocytes cause heteroly- 
sis of the protein. If the continuity of 
the capsule is not destroyed, the cleav- 
age products increase the osmotic 
power of the contents within the cap- 
sule, and cause the lens to contain more 
water. When the cleavage products are 
able to diffuse through the capsule, the 
absolute amount of protein is decreased. 
There is less beta-crystallin and albu- 
min. The osmotic power of the lens is 
decreased by the loss of cleavage prod- 
ucts, and the lens atrophies or shrinks. 
The albuminoid remains as a contracted 
residue. The alpha-crystallin may be in 
solution in clefts formed by the shrink- 
age of the albuminoid. 

A slight injury to the cortex of the 
young lens may give rise to recovery 
with little or no visible atrophy, but 
with a relative marked anatomical 
atrophy because of the absorbability of 
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the autolytic products of the proteins of 
young fibers which contain little insolu- 
ble albuminoid, while the same injury 
to the cortex of the senile lens may eas- 
ily cause a marked visible scar and 
slight, actual anatomical atrophy, be- 
cause of the large quantity of insoluble 
albuminoid which occurs in the older 
lens fibers. 

It has been repeatedly suggested that 
the cataract of cholera arises from de- 
hydration or, according to Duke-Elder, 
from hydration of the lens. Because of 
the extreme loss of water from severe 
diarrhea, dehydration develops, the 
nonprotein nitrogen of the blood de- 
creases, and the volume of the urine is 
greatly reduced. The serum protein may 
be as high as 10 to 11 percent. The fecal 
excretion of sodium and potassium may 
exceed 100 percent of the amount in- 
gested, resulting in depletion of the 
alkali stores of the tissues, and leading 
to dehydration of the body. The blood 
serum becomes deficient in base and bi- 
carbonate with usually a relative excess 
of chlorides. This condition leads rapid- 
ly into acidosis. The generalized acido- 
sis evidently affects the lens, and the 
autolytic changes initiate the formation 
of cataract. 

Autolysis and calcium. The presence 
of calcium in unusual concentrations or 
location in the lens has aroused interest 
among the ophthalmologists because of 
its possible relation to cataract, since it 
has the property of precipitating lens 
protein. .The normal lens contains an 
extremely small quantity of calcium. 
Burge*® * 46 Hinrichs*?, Adams™® 
48, Salit**, Updegraff®, and Mackay, 
Stewart and Robertson*™ have reported 
an exceedingly variable amount of cal- 
cium in cataracts. Salit®*, using a large 
number of human cataracts, the matu- 
ration of which was diagnosed by 
means of the slitlamp, showed that the 
relative amounts of calcium increased 
rapidly in proportion to the maturity of 
the cataract. The average values for 
calcium were: incipient cataract, 0.0058 
percent; intumescent, 0.0305 percent; 
and mature, 0.0508 percent. Krause” 
has found one cataract containing 2.2 
percent calcium. 

Any increase of calcium above the 
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minute normal quantity in the lens is 
the result of pathological changes, 
which may take place in many ways. 
Some of the factors in the deposition of 
calcium in the lens substance are: per- 
meability of the capsule, local pH of 
the lens, presence of inert substances, 
concentration of calcium, phosphate, 
and carbon dioxide, and, particularly, 
time. (The presence or absence of phos- 
phatase in the lens has not been demon- 
strated.) The most common initial 
cause of calcium deposition is the death 
of the lenticular cell or cells. As com- 
pared with the senile lens, in the young 
lens with a relatively higher metabolic 
rate or vitality, and with a higher cap- 
sular and cellular permeability, which 
allows a more rapid attainment of meta- 
bolic equilibrium, the cellular injury 
may be followed by a greater degree of 
recovery, particularly in the cortical 
cells. A dying or dead cell tends to be- 
come acid in reaction. The acidosis, lo- 
cal or general, initiates the process of 
autolysis. In the older lens, the acidosis 
is prolonged because of the increased 
density of the cells and capsule, which 
hinders the diffusion of cellular prod- 
ucts. The acidosis tends to form acid 
products, of which carbonic acid, fatty 
acids, and phosphoric acid from leci- 
thin, kephalin, and nucleoproteins are 
of interest, because of their relation to 
calcium. The masked and unmasked lip- 
oids are liberated as fats, fatty acids, 
cholesterol, cholesterol esters, and de- 
rivatives of phospholipins. These lip- 
oids may form globules. Crystals, cal- 
cospherites®® 5* or amorphous pre- 
cipitates may form through the union 
of calcium with albuminoid, fatty acids, 
carbonates, phosphates, and derivatives 
of phospholipins and nucleic acid which 
contain phosphoric acid. When beta- 
crystallin and albumin hydrolyze, the 
albuminoid remains as a contracted in- 
ert foreign body. It is a well-known fact 
in pathology that calcium tends to be 
deposited in inert foreign bodies or in- 
soluble proteins, such as tissue albu- 
minoids, which are present after autol- 
ysis. This is particularly true if the 
metabolism of the immediately sur- 
rounding tissue is low. This condition is 
frequently seen in the mature cataract 


of the senile lens with its “Wasserspalt- 
ung.” If the whole lens becomes auto- 
lyzed in a capsule that remains per- 
meable, the final outcome may be a hard 
calcified lens. If the capsule becomes im- 
permeable, the result may be a Morgag- 
nian cataract. Other conditions being 
the same, it is to be expected that the 
cataract which has the greatest rate of 
autolysis would acquire the largest 
amount of calcium for a definite interval 
of time. The pathological progressive 
deposition of calcium in the ordinary ac- 
quired cataract is thus a secondary ef- 
fect which follows the usually slow au- 
tolytic process. 

Attempts have been made to show a 
relationship between blood calcium and 
cataract. Adams* believed that the 
serum of patients with cataracts con- 
tained abnormal amounts of calcium, 
but her report was not substantiated by 
Polichova®*, Krause*, Tron®’, and 
Pellathy and Pellathy®*. Levina and 
Cheifetz®® found the serum calcium sub- 
normal. 

There has been a tendency to associ- 
ate tetany with the production of cata- 
ract. Fischer and Triebenstein® found 
neurological symptoms of tetany and 
latent tetany in 88 percent of the cases 
of senile cataract. Investigations of 
blood calcium in cases of senile cataract 
have been mentioned previously. There 
is no doubt, however, that cataract oc- 
curs after parathyroidectomy with and 
without tetany. Tetany as a symptom of 
excessive motor irritability results 
when the blood calcium falls below 7 
mg. percent, unless at the same time, 
there is an increase of the hydrogen-ion 
concentration of the blood or a reduc- 
tion of the serum protein. Low blood 
calcium and low serum protein occur 
in nephritis without the accompaniment 
of the tetany. Tetany alone has been 
proved by Eiseman and Luckhardt™ 
not to be a cause of cataract. Further- 
more, infantile and gastric tetany and 
tetany of osteomalacia, alkalosis, and 
other diseases apparently are not associ- 
ated with cataract. Obviously, it is the 
parathyroid deficiency accompanied by 
the low blood calcium that has a bearing 
on the cause of this type of cataract. 
Evans and Kern® found a large increase 
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of calcium, but not of phosphate, de- 
posited in the lens, and a decreased oxy- 
gen consumption in cataracts caused by 
parathyroid deficiency. It is not prob- 
able that the lens opacity is due only to 
the passage of calcium from the blood 
into the lens, since cataract formations 
are not apparently influenced by dis- 
eases accompanied by pathological cal- 
cium deposits, which occur in tissues 
following vitamin-D deficiency or hy- 
persecretion of the parathyroid hor- 
mone. The evidence at present is not 
sufficient to indicate why a decrease of 
the diffusible calcium of the blood re- 
sulting from parathyroidectomy, over 
a sufficient period of time, produces 
cataract. 

Autolysis and black cataract. The na- 
ture of the dark color of brown and black 
cataracts is actually unknown. The com- 
mon supposition is that it is formed 
from tyrosine by means of oxidizing 
enzymes®*®» Tyrosine exists in the 
lens as a part of the molecule of the 
proteins. Human cataracts, including 
the black cataract, upon hydrolysis con- 
tain from 6 to 7.5 percent tyrosine and 
about 0.8 percent tryptophane”. No sig- 
nificant variation is observed in the 
amount of these two substances in the 
lens protein of average-sized normal 
and cataractous lenses. After acid hy- 
drolysis or autolysis, tyrosinase acts on 
this tyrosine at the proper pH. In cer- 
tain stages of development, human and 
animal cataracts give a positive reaction 
with tyrosinase. Apparently, under 
usual conditions for the formation of 
cataract, tyrosinase is not present in the 
lens, or the formation of dark cataract 
would occur more frequently in vivo, 
and more easily in vitro. Evidently, the 
presence of an enzyme in the lens which 
acts on tyrosine or parahydroxyphenyl- 
alanine has never been proved. The for- 
mation of dark-colored substances in 
the lens after the application of these 
two compounds may suggest that an 
enzyme is present, but it does not fol- 
low that only an enzyme will give this 
reaction. Furthermore, the test must be 
made after the inactivation of the sup- 
posed melanin-forming enzymes of the 
lens, if they are present. Then too, the 
use of parahydroxyphenylalanine in the 
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test for melaninogenic enzymes is ques- 
tionable, according to many investiga- 
tors, since it is easily oxidized in alka- 
line solutions and by many substances 
in tissues, in the absence of enzymes. 
Furthermore, it is doubtful whether 
parahydroxyphenylalanine occurs in 
the pathological lens. Goldschmidt, in 
his discussion of Jess’s paper®, and 
Carmi®™ asserted that there is no tyro- 
sinase in the lens. Magnasco®, Carmi®, 
and Neuschiiler® found no free tyrosine 
present. Herzfeld, according to Vogt”, 
Carmi®’, and Magnasco® were unable to 
demonstrate any evidence of melanin. 
Takeishi®™ and Corrado® detected a sub- 
stance similar to melanin in black cata- 
ract. Unfortunately for investigation, 
melanin gives an indefinite absorption 
of colors, except red. 

A more probable explanation of the 
uncertain origin of dark cataracts is the 
theory of Ropshaw™. He believes that 
the cysteine of the glutathione and pro- 
tamine of the nucleoprotein (chroma- 
tin) are liberated by enzymes which are 
present in the cytoplasm of the lens. He 
has shown that when these two sub- 
stances react, they give a black precipi- 
tate. In reference to the lens, the protein 
of the outer cortical layer, which con- 
tains the greatest amount of nucleopro- 
tein and glutathione, is the protein 
which darkens most intensely upon sep- 
aration. and desiccation. This uncon- 
firmed theory of Ropshaw furnishes the 
most plausible explanation of color of 
the brown or black cataracts. 

Hydrogen-ion concentration and the 
proteins. The isoelectric points or zones 
of the lens proteins are of particular sig- 
nificance, since the maximum precipita- 
tion of the protein generally occurs at 
this point. The isoelectric points of len- 
ticular albuminoid, albumin, mucoid, 
and nucleoprotein are unknown, but ac- 
cording to Burky and Woods”, that of 
alpha-crystallin is about pH 4.8, and 
beta-crystallin about pH 6.0, when esti- 
mated with a colorimetric method. 
Tsuji™ reported that the quinhydrone 
method for ascertaining the pH showed 
the isoelectric point of alpha-crystallin 
to be more alkaline than pH 5, and to 
be decreased by the presence of potas- 
sium, sodium, and beta-crystallin. The 
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isoelectric points of pure lens proteins 
have not been accurately determined, 
because improper methods were used, 
and the temperature, salt effect, and 
other factors were disregarded. 

The pH of maximum precipitation of 
the highly concentrated mixed proteins 
in whole lens is naturally different from 
that of the isolated protein in aqueous 
solution. Gullotta™ observed the mini- 
mum absorption of water by the lens at 
pH 4, but Goncalves mentioned a 
minimum at pH 4.6, and also pH 8.5. 
Scalinci’® stated that the minimum for 
the cortex was at pH 3.5, and the nu- 
cleus at pH 4.5. According to de Haan”, 
the lens became completely opaque at 
pH 5, because of the precipitation of 
alpha-crystallin. O’Brien and us- 
ing more exact methods, demonstrated 
that the isoelectric point of the whole 
bovine lens was pH 5.16, the cortex 5.10, 
and the nucleus 5.44. No alkaline iso- 
electric point was discovered. 

The pH of the normal lens was appar- 
ently about that of blood plasma, or 
74°. The nucleus was more alkaline 
than the cortex”®. Buglia confirmed the 
relative alkalinity of the nucleus and 
asserted that the pH of the lens de- 
creased with the increase of tempera- 
ture’®. This observation was used by 
Buglia® to explain the formation of cold 
cataract. Buglia claimed that the low 
temperature caused the pH of the lens 
to diminish until it reached the iso- 
electric point of the lenticular proteins 
which then precipitated out. Labbé and 
Lavagna*® showed that the pH of the 
normal lens was about 7.5, the senile, 
7.6, the immature and mature cataract, 
6.6, and the hypermature cataract, 7.8. 
The range of the pH between 6.0 and 
7.8 is most significant pathologically, 
because in the diseases of the eye it is 
most improbable that this range is ex- 
ceeded. This is the range at which au- 
tolysis takes place, and in the acidosis 
of the lens, under only the most favor- 
able conditions does the pH reach as 
low as 6.0. The importance of the rela- 
tion of iso-electric points of the lens 
proteins to cataractous disturbances has 
been slightly overemphasized in im- 
portance. 

In such conditions as diabetes, if the 


pH of the blood is decreased by the en- 
trance of an acid, such as carbonic acid, 
which is able to diffuse through cell 
membranes, the osmotically active ions 
in the cells are increased, and the pro- 
tein becomes osmotically inactive 
through the replacement of the active 
carbonate ion. Consequently, acidifica- 
tion with carbonic acid or other diffus- 
ible acids lends to the swelling of the 
cells and to dilution of their total base 
contents, while alkalinization has the 
reverse effect. This may be the explana- 
tion of the effects of diabetic acidosis on 
the refractive properties of the lens. 


The Toxic Effects of the Protein 
Derivatives 

The cleavage products, or their de- 
rivatives, of many proteins cause pro- 
nounced physiological reactions in 
many tissues. Peptone or proteose in- 
toxication is a typical example, and it 
is too well known to be described here. 
Peptone generally produces a greater 
effect than proteose. Although, physi- 
ologically, the amino acids are quite in- 
ert in themselves, it is an important fact 
that the amines resulting from the de- 
carboxylation of amino acids and 
amino-acid esters are more or less reac- 
tive. Histamine from decarboxylated 
histidine, and tyramine from decar- 
boxylated tyrosine, cause marked reac- 
tions, yet histamine-free peptone still 
produces peptone shock. Evidently, the 
structural configuration of the amino 
acids of the peptone and proteose in- 
toxication varies with the kind of pro- 
tein from which it is derived. 

There is no doubt that certain hydro- 
lytic products and their derivatives of 
the lens proteins cause a local intoxica- 
tion of the anterior, and more rarely, of 
the posterior part of the eye, in the same 
manner. R6tth*? found that of the 
amino acids, arginine, tyrosine, and 
cystine produced a violent reaction 
when they were introduced into the an- 
terior chamber. Peptone and products 
from a tryptic digestion of lenticular 
protein gave rise to a severe iritis. Al- 
pha- and beta-crystallin and cortical 
protein caused no irritation. The severe 
ocular reaction resulting from the es- 
cape of the liquid contents of the im- 
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permeable capsule of the morgagnian 
cataract is definitely referable to the 
toxic products of the hydrolysis of the 
proteins. Insoluble masses of albumin- 
oid, especially of the nucleus or of the 
remains of cataracts, are digested by the 
aqueous proteolytic enzymes. The in- 
soluble protein is also attacked by the 
proteolytic enzymes, which are liber- 
ated by the death of the leucocytes that 
migrate into the ocular humors, through 
the chemostatic effect of the products 
of enzymatic disintegration of the pro- 
tein, and through irritation as by a for- 
eign body. The hydrolysates arising in 
this manner may cause a severe tissue 
reaction, particularly in adult or senile 
eyes. The question may be raised, 
whether or not the secondary glaucoma, 
which is not the result of the mechanical 
blockage of the filtration angle, or the 
iritis following the luxation of the lens 
into the vitreous, or the spontaneous re- 
sorption of senile cataract, may be re- 
lated to the effect of these proteolytic 
toxins. This type of inflammatory reac- 
tion should be termed endophthalmitis 
phacogenetica in contrast to the similar 
reaction, endophthalmitis phacoana- 
phylactica. The latter is probably a dis- 
tinctly different process. 


The Capsule 


The capsule is an elastic membrane 
enclosing the lens. It is an insoluble al- 
buminoid, and is chemically unlike 
keratin, elastin, collagen or any othen 
common albuminoid®. The large amount 
of carbohydrate in the capsule suggests 
that it is related to the mucoprotein of 
the lens”. 

In spite of the evidence of past inves- 
tigations, Lowenstein®* ** has advo- 
cated the theory of the formation of 
lenticular opacities from increased cap- 
sular permeability. There is no doubt 
that the capsule is permeable to water 
and electrolytes**. Nicloux and Red- 
slob*’ observed that ethyl alcohol passed 
from the blood to the lens, and 
Daniels** noted that iodide was trans- 
mitted through the conjunctiva to the 
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cataractous lens. Gifford, Lebensohn 
and Puntenny*® found the lens perme- 
able to substances with a molecular 
weight below that of the large colloidal 
molecules. Friedenwald® * studied the 
permeability of the isolated capsule. 
The permeability was decreased with 
the age, with increasing molecular 
weight of the diffusing substances, and 
by the presence of calcium and cyanide. 
In Friedenwald’s experiment, the in- 
creasing permeability of the capsule in 
rapidly induced cataracts, was probably 
due to the stretching of the capsule by 
the lens, which, during rapid autolysis, 
undergoes marked swelling. Frieden- 
wald also produced cataracts in vivo by 
decreasing the permeability of the cap- 
sule. Schmerl and Thiel” noticed that 
the damaged capsule allowed sub- 
stances that gave a positive nitroprus- 
side reaction to pass through to the 
aqueous humor, which normally con- 
tained no such substances. These latter 
investigators, however, undoubtedly 
damaged the lenticular cells as well, for 
otherwise it is not probable that the 
oxygen consumption of the lens would 
occur in such large quantities. 

The permeability of the capsule is 
definitely related to certain types of 
cataract. If the capsular permeability 
is sufficiently decreased so as to prevent 
the minimal exchange of metabolites 
between the lens and the aqueous 
humor, which is necessary for life, the 
lens cells die and autolysis begins with 
the lowered pH of the lens. This event 
may occur after a plastic iritis in which 
a fibrinous exudate covers the lens. 
Many other diseases may also produce 
the same effect. The density of the 
senile capsule may be a factor in the 
production of subcapsular cataract by 
causing the vitality of the aged lenticu- 
lar cells to diminish. The impermeabil- 
ity of the lenticular capsule of the 
Morgagnian cataract is well known. 
However, diminished permeability of 
the capsule is not the usual initial cause 
of most cataracts. 
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VOLUMINOUS ORBITO-CRANIAL OSTEOMA, CONSEQUENT 
CEREBRAL ABSCESS OF NASAL ORIGIN 


J. N. Roy, M.D., F.A.CS. 
MONTREAL 


This report is a sequel to a case history reported four years ago, covering the eradi- 
cation of a large osteoma of the orbit. The present report records the recurrence of the 
osteoma, originating this time in the ossification of a fibroma, together with a large 


abscess of the frontal lobe. 


In 1930, I published the case report 
of a young girl, who had consulted me 
because of a large osteoma of the orbit. 
This I removed, without enucleation, 
by a supraciliary incision, conserving 
for the affected eye its entire physiolog- 
ical function. In addition to this tumor, 
my patient presented, on the corre- 
sponding side, a peripheral facial paral- 
ysis. By the elimination of possible 
causes, I classified this affection, which 
was cured within four months, as being 
a frigore. The ethmoid bone had been 
the point of origin of the neoplasm, and 
in spite of its radical removal, a recur- 
rence appeared at the same place, a few 
years later. However, the chief items of 
interest in the present case report are 
that this time the osteoma, originating 
in the ossification of an initial fibroma, 
had first invaded the orbit; that after- 
wards it extended to the cranial cavity; 
that it spread infection to the brain ; and 
that during operation I discovered a 
vast abscess of the frontal lobe. In view 
of these facts, and of the medical litera- 
ture I have perused, I believe this case 
report to be the first ever published on 
such a subject. The subsequent history 
of my patient, who died of diffuse lepto- 
meningitis, twenty-eight hours after 
operation, follows: 

Case report: Miss C. N., aged 24 years, 
was admitted to my service at Notre-Dame 
Hospital, on January 26, 1933, for an affec- 
tion in the right oculo-frontal region. This 
patient, from whom I had already removed 
an osteoma of the orbit weighing twenty- 
eight grams, on the 8th of May, 1925, re- 
lated that after the operation she enjoyed 
an excellent state of health until October, 
1931. She noticed, from this time on, a sen- 
sation of fullness in the orbital cavity, with- 
out any feeling of pain. The eye began to 
be projected forward very slowly, but vision 
remained good, and she never complained of 
diplopia.- Headaches were localized to the 
right, and, starting from the frontal region, 
appeared in about one month. 


On examination I observed a slight direct 
exophthalmos of the right eye, which, 
nevertheless, retained all its mobility. The 
lids exactly covered the cornea, whose sen- 
sibility was perfect. The pupils reacted well 
to light. Epiphora existed in the presence 
of quite permeable lacrimal ducts. The pa- 
pilla was normal, as were also the mem- 
branes of the ocular fundus. With the diplo- 
scope qf Rémi, I noticed a good fusion of 
images. Nothing interesting was found in the 
left eye and vision of both eyes was 1/3; 
but after the correction of a mixed astigma- 
tism it rose to 2/3. 


O.D. + 2.25 D. sph. <> — 0.75 cyl. axis 105° 
O.S. + 2.00 D. sph. <> — 0.50 cyl. axis 120° 


The right orbital roof was painful on 
pressure, and, with the small finger, I felt a 
neoplasm when luxating the globe slightly 
downwards. The patient complained of head- 
aches localized in the frontal region of the 
corresponding side. 

On anterior rhinoscopy I found a right 
nasal fossa without pus, absolutely free, but 
presenting anosmia. There existed on the 
left a slight spur of the septum. On this 
side the sense of smell was normal. 

The pharynx and the cavum offered noth- 
ing particular. 

Diaphanoscopy allowed me to see that all 
sinuses of the face were quite transparent. 

In the presence of an exophthalmos in 
a patient who had already been operated 
on for an osteoma, I immediately thought 
of a recurrence, and asked for a roentgeno- 
gram. Dr. Laquerriére, accordingly, gave me 
the following information: 

“Antero-posterior view indicated complete 
opacity of the right orbit; corresponding 
frontal sinus normal. 

“Lateral view showed an irregular bony tu- 
mor, greater in size than a large nut, the an- 
terior part being in the posterior part of the 
orbit, and the posterior part in the cranial 
cavity” (fig. 1). 

The patient, who had a temperature of 
102.4°F. was immediately ordered to bed, 
and I told her that before removing the 
tumor, it would be necessary to enucleate 
the eye, and that operative intervention 
might offer serious consequences. Impressed 
by these explanations, she asked to be al- 
lowed to consult her family. During the 
following days, the symptoms grew con- 
siderably worse. Indeed, headaches became 
more intense, temperature oscillated between 
97° and 100° F. and she vomited. From time 
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to time she suffered from insomnia or was 
in a torpor. By lumbar puncture we ob- 
tained a clear liquid which escaped without 
pressure from the canula. Analysis of this 
liquid gave the following results: Lympho- 
cytosis, normal. Bacteriological examination, 
negative. Albumen, 0 gr. 60. Gum — — — — 

Blood test gave a negative Wassermann 
reaction, and a normal quantity of urea. 

Traces of albumen were found in the ur- 
ine, but no sugar. 

During the second week after the admis- 
sion of the patient to the hospital, the ner- 
vous condition increased, and headaches be- 
came more and more severe and persistent. 
Her temperature was always a little above 
or below normal, accompanied by somno- 
lence or want of sleep. Nevertheless the pa- 
pillary discs were not choked, and vision was 
good. On the 9th of February, I reiterated 
my advice that she submit to surgical inter- 
vention which, this time, was accepted and 
took place on the following day. 

Operation.—Due to the condition of 
apathy manifested by the patient, the anes- 
thetist administered rectally 6 c.c. of avertin, 
which produced an ideal sleep. After steriliz- 
ing the field of operation, I performed an 
external canthotomy, followed by an exen- 
teration of the orbit. I then discovered a 
bossed osteoma filling all the superior half of 
this cavity. From its adhesions, it was easy 
to conclude that the neoplasm had its origin 
in the ethmoid bone. Using the gouge and 
mallet, I freed its nasal implantation. The 
tumor was spongy at certain places, and as I 


did not wish to risk fracturing the thin walls. 


of the orbital cone, in trying to remove it 
in one piece, I sectioned it with a cutting 
forceps. Once I had arrived at the bottom 
of the cavity, I very carefully mobilized its 
cranial part with a lever. During these ma- 
neuvres, I was exceedingly surprised when I 
saw, gradually flowing out from the frontal 
lobe, about 20 c.c. of pus. Needless to say, 
the last portion of the osteoma was removed 
in trying to prevent dissemination of the in- 
fection. The intervention, which had pre- 
sented no difficulty, was finished with a few 
sutures in the external canthus, drainage of 
the abscess, and an aseptic dressing. Though 
the loss of blood was very small, I prescribed 
500 c.c. of glucosed serum by intravenous in- 
jection and 2 c.c. of coramine intramuscu- 
larly, in order to minimize somewhat the 
shock produced by the operation. The 
awakening was normal, and the following 
night sleep was calm. However, the next day, 
the patient complained of head aches, had 
incontinence of the bladder, and vomited. 
Fever reappeared and gradually increased. 
She became unconscious in spite of all the 
stimulants administered, and then went into 
delirium. Respiration rose to 40, the pulse to 
160, and the patient died twenty-eight hours 
np ae operation with a temperature of 


The autopsy, performed by associate 
Prof. Simard, permitted us to make, 
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among others, some very interesting 
observations of the orbito-cranial re- 
gion. 

“The right eye is absent as well as 
the orbital roof. The orbital cavity is 
filled by a clot of blood which is con- 
tinuous with another clot adherent to 
the right frontal lobe of the brain. The 
right frontal sinus is intact. 

“On the inferior side of this lobe, 
there is a loss of substance in the form 
of a cupola, four-and-one-half centi- 
meters in the transverse diameter, four 
centimeters in the antero-posterior di- 
rection, and having a depth of two centi- 
meters. This loss of substance is re- 
placed by a red blackish mass, striated 
with gray bands, which is continuous 
with the clot of the orbit. 

“The bulb and the olfactory nerve of 
the same side are destroyed. 

“The borders of this cupola, with the 
microscope, are found to be constituted 
of segmented cerebral tissue, strongly 
infiltrated with red corpuscles. The 
bottom is carpeted with a purulent 
layer. 

“There exists, moreover, a diffuse 
leptomeningitis.” (See figure 2.) 

The fragments of the tumor when 
reunited weighed forty-three grams, 
and from the microscopic point of view, 
it was embedded in the orbit, as well 
as in the cranial cavity, presenting at 
certain places spongy parts, or very 
hard ones. 

Prof. Pierre Masson, who made the 
anatomo-pathological examination of a 
piece of the neoplasm which had grown 
into the skull, gave me the following 
report: 

“The tumor has a hemispheric form, 
and is fused with the orbital roof. It is 
very hard, and must be divided into 
slices with a fine saw. 

“It comprises two regions of different 
structure. One external, or cortical, 
formed by a very compact bony tissue 
having narrow Haversian canals and 
resembling that of the diaphysis of a 
long bone. The other, deep, is formed 
by a tissue of variable structure accord- 
ing to the location: this tissue is fibrous 
in places, very dense and has large capil- 
lary vessels running through it. Else- 
where osteoid canals spring up in places. 
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These osteoid extensions are 
continuous externally with the 
compact bone which forms the 
superficial region of the tumor. 
Between these young trabecu- 
lae, there are only fibrous tissue 
and vessels, no red marrow. 

“The bony tissue seems to be 
altogether stable in the compact 
region. The Haversian canals 
are not bordered by osteoblasts 
in epithelioid arrangement— 
sign of bony increase—or by 
myeloplax included in the lacu- 
nae of Howship—sign of re- 
sorption. We find pictures of in- 
crease and resorption (these 
very rare) only in the deep re- 
gion. 

“This tumor is a pure os- 
teoma springing from the direct 
and progressive ossification of 
an initial fibroma. In no place 
did the tumor present the least 
inflammatory lesion, either on 
its surface or in its interstices.” 

In estimating the facts 


_ Fig. 1 (Roy). X-ray photograph of the skull, show- 
ing the location of the tumor. 


Fig. 2 (Roy). Photograph of the brain re- 
moved at necropsy. 


brought to light in this case re- 
port, I shall avoid repeating, as 
much as possible, what I have 
already said in the publication 
of my first paper. I shall, how- 
ever, recall that my patient had 
never formerly had any infec- 
tions of the nose, that she had 
never received any trauma on 
the nasofrontal region, and that 
her orbital osteoma had sprung 
from the ethmoid bone without 
any apparent cause. This tumor, 
particularly hard, had been to- 
tally removed in 1925. Wishing 
to know, therefore, its impei- 
viousness to the x-rays, I had 
it radiographed with the head 
of a small statue in ivory, of a 
size relatively equal to that of 
the neoplasm. This indicated 
the same opacity for the two 
objects. (See my illustration, 
Ann. d’Ocul., 1930, Oct., v. 167, 
p. 830.) 

According to the history of 
the patient, there was no ob- 
vfous recurrence for six years. 
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However, it would be logical to believe 
that the relapse had begun before Octo- 
ber, 1931, and that the first manifesta- 
tions had been unperceived. It is well 
known that, in general, osteomas of the 
orbit have a rather slow development; 
hence, the neoplasm of the patient 
would scarcely have attained a volume 
of forty-three grams in the space of six- 
teen months. 

The anatomo-pathological examina- 
tion has furnished information of spe- 
cial interest. Indeed, it has been demon- 
strated that the tumor, developed on 
the old cicatricial tissue of the ethmoid 
bone—observation made during opera- 
tion—had at first been a fibroma which, 
in process of time, had progressively 
undergone ossification. Contrary to 
what I had found during the first oper- 
ation, where the osteoma, very hard, 
had invaded the orbit in pushing the 
eye forward, its relapse offered a con- 
sistence semi-spongy semi-ivorylike, 
prolonging itself in depth into the 
cranial cavity, and causing only a slight 
exophthalmos. 

Let us see now in what manner the 
brain was infected. At diaphanoscopy, 
on roentgenogram, and especially at 
necropsy, the frontal sinus correspond- 
ing to the tumor had been found abso- 
lutely normal. We must then admit that 
the microbic agent had its point of de- 
parture in the nasal fossa, and that it 
slowly reached the meninges—by the 
posterior way of the neoplasm most 
probably. If the patient had never pre- 
sented retrobulbar abscess, it was be- 
cause the infection, chronic at the first 
onset, with a very slow development, 
had never manifested itself under an 
acute or subacute form, following a 
severe rhinitis, for example. Though 
the fragment of the intracranial tumor 
examined under the microscope did not 
show any inflammatory signs, this fact 
does not affect the hypothesis that 
the microbes coming from the nose had 
proceeded to the brain by the cortical 
part of the osteoma. The cerebral pul- 
sations, transmitted to the meninges in 
contact with this one, had, in time, pro- 
duced an erosion of the dura mater, by 
which infection then propagated itself 
to the frontal lobe. It would not be rea- 


J. N. ROY 


sonable to suppose that the microbic 
agent had followed the cribriform plate 
of the ethmoid bone to reach the brain, 
because the patient, since her first oper- 
ation, had never had _ ethmoiditis; 
furthermore, at my examination the 
right nasal fossa was normal; and, 
lastly, at the autopsy no pathological 
finding was observed in the region of 
the cristagalli apophysis. 

I regret not to be able to furnish a 
microscopic report of the pus evacuated 
from the abscess of the brain; unfor- 
tunately it had not been requested. 
However, virulence of this pus must 
have been very great since twenty-eight 
hours after operation, the patient died 
with a temperature of 103.1°F. More- 
over, associate Prof. Simard, who made 
researches on the cerebral sections lim- 
iting the abscess, found that this tis- 
sue was parceled and strongly in- 
filtrated with red corpuscles, that it 
was carpeted by a purulent layer, and 
finally that there existed a diffuse 
leptomeningitis. 

At the time of the clinical examina- 
tion, I observed that the right nasal 
fossa, although quite free, presented 
anosmia—but that the sense of smell 
was normal on the left side. This 
phenomenon is explained by the de- 
struction of the bulb and of the olfactory 
bundles, consecutive to the abscess of 
the corresponding frontal lobe. 

I would emphasize the fact that in 
spite of the fairly considerable develop- 
ment of the cranial osteoma, the papil- 
lae, on ophthalmoscopic examination, 
were not choked and that on lumbar 
puncture the liquid escaped without 
pressure. Moreover, vision of the right 
eye had always remained good, since 
the orbital neoplasm had invaded only 
the superior part of this cavity, without 
coming in contact with the optic nerve. 

The clinical symptoms and the roent- 
gen examination did not allow me to 
make a diagnosis of abscess of the 
frontal lobe, for the headaches in this 
region could well have been due to the 
tumor, and the rise of temperature, as 
well as the vomiting, to a reaction of the 
meninges. However, had I thought of 
such a complication—observed: for the 
first time—it would have been instruc- 
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tive to see what would have been the 
results of ventriculography. 

To sum up this case report, which is 
of peculiar interest, I would say: 

1. That my patient, in 1925, had been 
operated on radically for an osteoma of 
the orbit, which had developed from 
the ethmoid bone, and had the con- 
sistence of ivory; 

2. That the cure maintained itself, 
apparent, until 1931; 

3. That from this time on a recur- 
rence was manifest in the form of a 
fibroma starting from the nose; 


4. That this initial fibroma underwent 
ossification ; 

5. That this tumor invaded at first the 
superior half of the orbit, and then the 
cranial cavity; 

6. That the nasal infection propagated 
itself by means of the tumor to the 
brain; 

7. That during the operation an ab- 
scess of the frontal lobe was discovered ; 

8. And, finally, that this patient died 
of diffuse leptomeningitis twenty-eight 
hours after intervention. 

3434 Rue St. Hubert. 
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CAUSES OF REACTIONS FOLLOWING O’CONNOR CINCH 
SHORTENING OPERATION 


GeorGE N. Hosrorp, M.D. anp Avery M. Hicks, M.D. 
SAN FRANCISCO 


In the performance of muscle operations, it should be remembered that tears contain 
lysozyme, a bactericidal enzyme widely distributed in bodily secretions and tissues. Its 
valuable properties should not be impaired in the preparation of the surgical field. If un- 
toward tissue reactions are to be minimized, attention must be given to the hydrogen ion 
concentration of the solutions which come in contact with the tissues and the inadvertent 
introduction of foreign matter must be scrupulously avoided. From the Department of 


Ophthalmology, Children’s Hospital. 


“It is asking a good deal of an antiseptic, 
any antiseptic, particularly a chemical anti- 
septic to differentiate between malevolent 
bacteria and normal tissue cells which we do 
not wish to annoy, much less destroy.”— 
Professor Chauncey D. Leake. 


Ophthalmologists tend to lag behind 
their colleagues in other fields in an ap- 
preciation of this principle. It was not 
long after the introduction of antisep- 
tics into medicine before the general 
surgeons learned that they could not 
augment the natural defenses of the 
peritoneum, for example, by pouring 
in antiseptic solutions and that such 
solutions were actually detrimental. 
They consequently gave up the practice 
rather promptly. Obstetricians have 
learned that if the uterine cavity is not 
contaminated during labor and the an- 
tisepsis of the puerperal state is left to 
nature, the best results are obtained. 

For a history of the study of the na- 
tural defenses of the eye I can do no 
better than to quote from Duke-Elder*. 

“The bactericidal properties of the lacrimal 
secretions have excited a considerable 
amount of attention. It has long been recog- 
nized that tears form a bad culture-medium 
and that they remain sterile indefinitely; but 
summarizing the knowledge of his time 
Schirmer (1904) considered that this antisep- 
tic action was insignificant. Although it has 
been denied (Bono and Frisco, 1901; Ned- 
den, 1907), it has been established beyond 
doubt that this bactericidal property is abol- 
ished on boiling (Helleberg, 1901), a pecu- 
liarity which Lindahl (1907) showed to be 
due to the presence of an enzyme substance: 
this was identified as lysozyme by Ridley 
(1928). 

x “Lysozyme, an enzyme described by Flem- 
ing (1922), is found in minute quantities in 
all animal tissues and in most secretions, but 


*Textbook of Ophthalmology by W. Stew- 
art Duke-Elder, page 640, 1932 edition. 
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is present in concentrations sufficiently high 
to be bactericidal in the white blood corpus- 
cles, in nasal mucus, sputum, and in tears. It 


is a colloid which is readily fixed by lecithin - 


and fats as an absorption compound, but 
which is destroyed by heating to tempera- 
tures of 75 degrees C. or by traces of free 
acid or alkali (Wolff, 1927). Depending on 
the concentration in which it is found, its 
action upon bacteria varies from an inhibition 
of growth to killing by lysis; its relative 
concentrations in various regions are tears, 
100; leucocytes, 100+; sputum and nasal mu- 
cus, 33; saliva, 1; cartilage, 10; egg white 
200. With the normal concentration of ly- 
sozyme in tears, bacteria such as staphy- 
lococci, streptococci, gonococci are readily 
killed, while tubercle bacilli are killed with 
a concentration twice this amount. In con- 
junctival infections the lysozyme content 
may be considerably below the normal, and 
recovery from infection is usually accom- 
panied by an increase in its concentration; it 
is further of considerable importance that in 
sustained epiphora the lysozyme content falls 
below half the normal level, presumably by 
dilution (Ridley, 1928; Cavka and Prica, 1929; 
Hallauer, 1930).” 


There seems to be no question that 
this enzyme constitutes, if not the prin- 
cipal defense of the conjunctiva and 
cornea against infection, at least a very 
important factor in this defense, yet the 
routine preparation of patients for oph- 
thalmic operations usually includes pro- 
cedures which destroy it, impair its 
efficiency, or at least wash away the 
available supply. 

According to Dr. Fleming’ lysozyme 
action takes place only when the med- 
ium is approximately neutral. The ac- 
tion is delayed when the medium con- 
tains as little as 1/8000 normal acid 
and 1/24,000 normal alkali and complete 
inhibition takes place when the fluid 
contains 1/800 normal alkali. In terms 
of hydrogen-ion concentrations this 
means that its action is impaired when 
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the pH is below 3.9 or above 9.7 pro- 
vided the acid or alkali is completely 
ionized. In actual practice the acids and 
alkalis used are not completely ionized 
and therefore much smaller deviations 
from the neutral point undoubtedly are 
detrimental to the action of lysozyme. 
It is unfortunate that hydrogen-ion de- 
terminations were not recorded in this 
otherwise carefully controlled experi- 
mental work. 

Fleming and Allison investigated the 
effect of chemicals on the action of ly- 
sozyme. Lysis was most rapid when the 
salt content was 0.5 percent. There was 
marked inhibition in a concentration of 
2 percent and in 5-percent salt solution 
the lytic action was practically abol- 
ished. They showed quite definitely that 
the antibacterial element of the tears 
was much more susceptible to destruc- 
tion than were the common pathogenic 
bacteria, such as the staphylococci. In 
other words, such antiseptics as chlora- 
mine T, iodine, carbolic acid, and others 
destroyed lysozyme in concentrations 
that had no effect on a pathogenic bac- 
terium such as the staphylococcus. 

Let us consider what happens to the 
protective ferment lysozyme during the 
usual preparation of an eye for opera- 
tion. The soap solutions commonly used 
frequently have a pH of 88 or more. 
Inevitably in the process of scrubbing, 
this alkaline solution comes in contact 
with the conjunctiva or cornea to a 
greater or less extent. Patients com- 
plain of the burning sensation produced 
even when the scrubbing is done after 
the eye is cocainized and complain bit- 
terly if some of the solution flows over 
the bridge of the nose and into the con- 
junctival sac of the eye in which cocain 
has not been instilled. The scrubbing 
with soap is commonly followed by a 
copious and forceful lavage of the con- 
junctival sac by a wide variety of solu- 
tions containing chemicals in concen- 
trations which certainly impair the in- 
tegrity of the lysozyme. If they do noth- 
ing else, they mechanically wash away 
the existing supply of the ferment. It is 
not improbable that the reason that we 
are able to operate without having in- 
fections occur iu every case, so pre- 
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pared, is because the ferment is rapidly 
replaced. 

It is common practice to drop satur- 
ated solution of boric acid on the cor- 
nea to keep it moist. The pH of this 
solution is 5.2. Even in hospitals where 
some attention is paid to these matters 
the pH of physiological salt solution is 
not carefully controlled and consider- 
able variation will be found. Where 
strong reagents are used in cleaning 
the containers, very persistent washing 
is necessary to insure neutrality, even 
when the distilled water is above re- 
proach. In one hospital where the 
O’Connor operation is used, it has been 
the practice to boil the dermal in a so- 
dium bicarbonate solution, the pH of 
which was 8.6. Unless this solution is 
washed off with great care, tissue re- 
actions can hardly be avoided. 

The water in which instruments are 
boiled is frequently far from neutral and 
a certain amount of alkali may easily be 
introduced into the operative field from 
this source. Particles of scale, rust, and 
lint must be guarded against with the 
greatest care. The untoward effects of 
cotton fibers, talcum powder from 
gloves, and antiseptics used in prepar- 
ing the hands of the operator have al- 
ready been discussed?. 

The work of Clifford Walker* dem- 
onstrates beyond question the impor- 
tance of minute foreign bodies as a 
cause of reactions in intraocular opera- 
tions. While this factor is by no means 
so important in operations on the ex- 
traocular muscles, attention to these de- 
tails will practically eliminate postop- 
erative reactions. 

In our series of 79 cases, no reactions 
beyond mild swelling of the bulbar con- 
junctiva have occurred, except possi- 
bly in one case done in Chicago, on 
which complete postoperative notes are 
not at hand. We believe that if, in ad- 
dition to proper asepsis, the exclusion 
of foreign matter is meticulously ob- 
served and if gross changes in the hy- 
drogen-ion concentration are avoided, 
reactions will not occur sufficiently 
often to constitute a valid objection to 
the O’Connor procedure. 

490 Post street. 
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EXTRACAPSULAR CATARACT EXTRACTION COMBINED 
WITH POSTERIOR CAPSULOTOMY 


D. T. Atkinson, M.D. 
SAN ANTONIO, TEXAS 


In the writer’s experience the best method of avoiding after-cataract has been pos- 
terior capsulotomy immediately following extraction of the lens. The procedure is 


described. 


One of the most unfortunate contin- 
gencies occurring in ophthalmic practice 
is the clouding of the posterior lens cap- 
sule following a cataract extraction and 
the resultant obscuration of vision. An 
unfortunately large percentage of pa- 
tients, who have waited for months or 
even years for the eventful day when 
they were to have their cataracts re- 
moved, have, soon after extraction, been 
doomed again to lapse into a condition 
of semiblindness because of opaque lens 
capsules. Many such patients, discour- 
aged and shaken in confidence, have 
never given their consent to another op- 
eration. Others, who have been willing 
to submit themselves the second time to 
a surgical procedure, have often become 
victims of one or more of the many 
complications which frequently attend 
even such an apparently simple pro- 
cedure as a discission. This operation, 
when incompletely performed, natural- 
ly results disappointingly ; therefore, in 
the minds of relatives and friends, there 
will be a doubt as to the ability of eye 
surgeons in general. The surgeon, while 
making a discission, may encounter one 
or more of the many hazards attending 
this character of surgery. Traction pro- 
duced by the knife, for example, may 
cause an iridocyclitis, which is apt to 
terminate fatally to the vision; or an 
infection of the cornea may occur and, 
being rapidly transmitted to adjacent 
structures, may terminate in a partially 
disabled or totally lost eye. 

So far as can be conclusively traced in 


literature, Daviel was the first surgeon 
to extract a crystalline lens through an 
incision in the cornea. These early ex- 
tractions consisted only in the removal 
from the anterior chamber of lenses 
which had previously been “couched” 
or pushed backward into the vitreous 
and which had later fallen forward into 
the anterior chamber, obstructing vis- 
ion. These extractions of Daviel were 
performed during the late forties of the 
eighteenth century. Soon thereafter, 
cataract extractions, with a _ technic 
similar to that practiced today, were 
tried out by practically all the ophthal- 
mic surgeons of the world, and reports 
glowing with enthusiasm were made by 
many of the most renowned surgeons 
of the time. Shortly thereafter, how- 
ever, the popularity of the operation be- 
gan to wane and continued to do so to 
such an extent that Scarpa, as late as 
1803, as well as Desmarres, Sichel, and 
others of equal renown were advocating 
a return to the old operation of couch- 
ing. Their patients, to all appearances 
successfully operated on by linear ex- 
traction, were again losing their vision. 
At that time the ophthalmoscope was 
unknown, and the principle of reflected 
light was not understood. As a conse- 
quence, the reasons for these patients’ 
lapsing again into blindness or semi- 
blindness were for the time clouded in 
mystery. Since then modern experience 
has made these reasons all too obvious. 

We know now that there are a variety 
of ways in which the lens capsule, fol- 
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lowing a cataract extraction, may be- 
come impervious to light rays and thus 
diminish vision. The most common of 
these is a wrinkling and an overlapping 
of the surfaces of the posterior capsule. 
This tendency of the capsule to become 
corrugated is due to the fact that the 
membrane, originally convex and pro- 
jecting posteriorly, falls forward after 
extraction and changes the previously 
taut, bulging capsule into a flat, redun- 
dant curtain which is much too broad 
for the space it occupies. As a result of 
this folding and wrinkling, the capsule 
obstructs the passage of light rays, 
which thereby become dispersed in all 
directions. 

Often, also, an actual postoperative 
thickening of the lens capsule is seen, 
ordinarily the result of a regeneration 
of lenticular cells. Such opacities, suffi- 
ciently dense to obstruct light rays, us- 
ually occur as dark spots upon the an- 
terior surface of the posterior capsule. 
Possibly, however, the most frequently 
seen capsular opacity is that caused by 
particles of cortical lens matter falling 
directly upon the anterior surface of the 
posterior capsule. It is true that much 
of this cortical lens tissue is eventually 
absorbed by the aqueous humor; but 
even so, there are shreds left which ad- 
here to the capsule and which are of 
sufficient density to obstruct light rays. 
These shreds of lens tissue alone may 
cause partial blindness. 

In addition to these simple forms of 
capsular opacities are those dense exu- 
dates which are often found upon the 
capsule as secondary manifestations of 
postoperative inflammations of the iris 
or of the ciliary body. Such exudates 
may not only completely obstruct the 
rays of light through the capsule but 
also may add to the gravity of the situa- 
tion by creating permanent synechiae 
between the capsule and the iris. 

The question has often arisen, fol- 
lowing a cataract extraction, as to why 


' the anterior capsule does not as a rule 


give any trouble in the way of obstruct- 
ing light rays. The answer is simple. In 
extracapsular extraction for cataract, an 
incision, usually a large crucial one, is 
made in the anterior capsule. During 
the delivery of the lens, the free edges 


of this opening are further torn and 
thrust aside to a place in which they 
remain, since there is no mechanical 
reason for a return to their original site. 
With the posterior capsule these rea- 
sons do not apply. 

Of late years, attempts have been 
made to get away from the menace of 
the opaque capsule by removing the 
lens with its entire capsule intact. Num- 
erous procedures have been originated 
with this end in view but the intracap- 
sular operation has not been accepted 
by the average ophthalmologist for his 
own use. The obstacle of postoperative 
capsular opacity in the extracapsular 
operation, however, is ever before him; 
and this alone has caused some to per- 
form intracapsular extraction with its 
attendant possibilities of disaster. 

Several years ago I adopted a method 
of extracapsular extraction, which, 
while it may not be wholly original, 
was, so far as I know, first performed 
by me as a more or less routine prac- 
tice in cataract surgery. This consists 
of a combined extracapsular extraction, 
immediately followed by a posterior 
capsulotomy. During a cataract extrac- 
tion in which an unusual amount of cor- 
tex remained in the anterior chamber, 
after removal of the nucleus, I made an 
incision in the pocterior capsule be- 
cause the patient i.ad become unruly 
and the cortex could not be successfully 
removed. This was an emergency meas- 
ure instituted with the idea of prevent- 
ing cortical obstruction of vision, at 
least at the point of incision of the pos- 
terior capsule. I remember that, follow- 
ing this operation, I passed several days 
of anxiety conjuring up all kinds of pos- 
sible complications, none of which pre- 
sented themselves. On the other hand, 
the visual results in this case equalled 
any that I had ever had. This gratifying 
termination of a seemingly bad plight 
caused me, sometime later, to repeat the 
procedure for experimental purposes 
with results so favorable that I have 
adopted the method more or less as a 
routine. Occasionally, a mild iridocy- 
clitis has followed; but in no instance 
has it proved resistant to treatment. At 
first I was fearful that the herniated 
vitreous would get into the corneal 


n 
n 
” 
1S 
fe) 
e 
e 
I, 
ic 
ts 
1S 
e- 
to 
as 
d 
h- 
es 
x- 
yn. 
as 
ed 
ts’ 
ni- 
in 
ice 
1S. 
sty 
ol- 


524 


wound and thus prevent union of the 
section. This untoward result has never 
occurred. On the other hand, a limited 
herniation of the vitreous has proved to 
be a decided advantage. The posterior 
capsulotomy when cautiously made 
limits the vitreous hernia so that it pro- 
trudes only sufficiently to hold the in- 
cision in the capsule open. Lens par- 
ticles may adhere to the surrounding 
capsule, but the open area remains free 
of extraneous lens tissue. Thus we see 
that upon this herniation of the vitre- 
ous the success of the operation de- 
pends because it makes the opening in 
the capsule permanent. Occasionally, 
a small amount of vitreous may be lost ; 
even a moderate loss of vitreous may be 
considered of little importance, a fact 
attested to by Smith, Barraquer, 
Fisher, and others. According to these 
authors, only a pronounced loss of vitre- 
ous, leading to a detached retina and an 
intraocular hemorrhage, is to be 
dreaded. 

In this article I shall attempt to out- 
line the steps of the extracapsular op- 
eration with associated posterior cap- 
sulotomy as I have long practiced them, 
each step of which, I believe, has a 
more or less direct bearing on the suc- 
cess of the operation. 

A corneal section for a cataract opera- 
tion to be followed by a posterior cap- 
sulotomy may be made in the ordinary 
manner. It should be sufficiently large 
to permit the expulsion of the lens with- 
out traumatizing the corneal wound 
margins. Too large a section should be 
avoided, however, as it predisposes to 
eversion of the corneal flap. Formerly, 
I made a conjunctival flap, a procedure 
which I have now abandoned, yet one 
which undoubtedly has the advantage 
of enabling the surgeon to make the 
corneal incision more secure. This is 
especially true if the flap is sutured. It 
should be remembered, however, that a 
conjunctival flap is often followed by 
hemorrage into the anterior chamber, 
which, unless the blood is removed by 
irrigation, obscures the field of opera- 
tion so that the iridectomy and capsu- 
lotomy are both done with difficulty. I 
have seen this occur a number of times; 
for this reason more than for any other, 
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I usually perform the corneal section 
without the conjunctival flap. 

The closing of the wound with a con- 
junctival suture above and an intracor- 
neal suture below has many advocates. 
Unquestionably this procedure lessens 
the chances for prolapse of the iris, but 
this is not to be considered much of a 
factor when a broad iridectomy is per- 
formed. It is further claimed that such 
a suture permits the patient to move 
around with less danger of opening the 
wound; but, on the other hand, it is a 
source of constant irritation to the eye. 
The suture also requires removal and 
this, at a time when the patient is sub- 


' ject to photophobia and blepharospasm, 


makes it a much dreaded step by the 
patient. While this type of suture is 
worthy of consideration, after weighing 
the hazards versus the advantages of its 
use, the conservative surgeon will prob- 
ably not adopt it as a routine measure. 
After having practiced it more or less 
extensively, I seldom use it now, at 
least not at the time of the primary ex- 
traction. In two or three instances, how- 
ever, in which the border of the corneal 
flap had rolled outward some time after 
the operation, I have found an intra- 
corneal suture invaluable; and by its 
employment, I believe I have been able 
to save eyes that otherwise would have 
been lost. 

I have long observed that the man- 
ner of dealing with the iris during a 
cataract operation also governs in no 
small degree the tendency to the forma- 
tion of opacities in the posterior lens 
capsule. Iridectomy, for instance, if 
properly performed, is always a safe- 
guard to the future transparency of the 
capsule. Many surgeons, in my opinion, 
are defeating their own efforts by not 
using iridectomy on the grounds that, 
when the iridectomy is dispensed with, 
the pupil has a more natural appear- 
ance, and that the amount of light en- 
tering the eye may be regulated by the 
iris in a more normal manner than when ° 
iridectomy is performed, because there 
is a great likelihood that an iris thus 
spared may get into the corneal wound 
and form, thereby, a cystoid cicatrix, 
which encourages bacterial invasion of 
the eye. The omission of the iridectomy 
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predisposes the capsule to opacity for 
two reasons. The first and principal rea- 
son is that there is less room afforded 
for sweeping the cortex out of the an- 
terior chamber. Extraneous lens matter, 
when left behind, is mechanically dis- 
tributed over the capsule by the aque- 
ous, which quickly reforms and, adher- 
ing to the capsule, predisposes to opac- 
ity. The second reason is that during 
expression without iridectomy much of 
the cortical matter of the lens falls be- 
hind the iris, which acts as a dam and 
thereby creates a permanent cortical ac- 
cumulation. 

With iridectomy, the incision need 
not be so large as when the simple op- 
eration is done, and the lens may be de- 
livered with less difficulty because its 
progress through the incision is not im- 
peded by a resistant iris. An iridectomy, 
whether preliminary or done at the time 
of the extraction, should be both broad 
and deep. 

Next in importance to the iridectomy, 
so far as preventing after-cataract is 
concerned, is the manner in which the 
anterior capsulotomy is performed. It 
is most important that the opening in 
the anterior capsule should be made 
broad and free. In performing the cap- 
sulotomy, I have at various times used 
both the capsule forceps and the cysto- 
tome. The latter is to be preferred. Its 
use does not produce so much traction 
on the ciliary body and thereby does not 
predispose, to such a degree, to irido- 
cyclitis as does the method of tearing 
away the anterior capsule with the for- 
ceps. A broad cystotomy, whether cru- 
cial or fan-shaped, provides a larger 
opening in the capsule because the flaps 
thus created roll up. This affords an un- 
usual degree of space between their bor- 
ders. In making a fan-shaped capsuloto- 
my, the cystotome should be made to 
engage the capsule at its center under 
the border of the iris. The instrument 
may then be drawn upward and toward 
the temporal side so as to create a semi- 
lunar or elliptical incision. In the same 
manner the incision is made from the 
nasal side of the capsule. The effect of 
this procedure, originated by Bark 
(Amer. Jour. Ophth., 1903, October), is 
to form three fan-shaped flaps, which, 


contracting and rolling upon them- 
selves, leave a large circular opening in 
the center of the anterior capsule. 

In cataract extraction with combined 
posterior capsulotomy, the expulsion of 
the lens may be done in the classical 
manner. Usually, by careful deep strok- 
ing of the cornea, the cortex may be 
quite thoroughly pressed out of the an- 
terior chamber. This step should be 
done under direct illumination so that 
the extraneous lens matter will become 
visible. However, in the case of blood 
in the aqueous humor, the contents of 
the anterior chamber become invisible. 
In case of doubt as to the complete 
evacuation of the cortex, it would seem 
to be good surgery to irrigate the an- 
terior chamber. 

Lavage of the anterior chamber is 
particularly indicated after the extrac- 
tion of soft cataracts, when an undue 
amount of lens matter is left in the an- 
terior chamber. Gravity irrigation is 
possibly the safest from the standpoint 
of gauging the strength of the flow of 
the solution; though, by exercising 
care, the irrigation may be performed 
through a small cannula attached to a 
two ounce bulb syringe. 

In regard to preventing the forma- 
tion of secondary cataract, all other 
steps in the operation are subordinate to 
the opening of the posterior capsule. So 
far as I can learn no one has taken this 
step routinely during cataract extrac- 
tions though Haab, Fox, Knapp, Her- 
bert, and others have stated that this di- 
vision of the posterior capsule may be 
performed from ten days to six weeks 
following the extraction. Casey Wood’s 
rule was that it might be done as soon 
as the corneal incision had healed suffi- 
ciently so that it would not gape from 
the pressure of the knife. 

As a preliminary step to opening the 
posterior lens capsule, the speculum or 
lid retractor should be removed. The 
surgeon should then slightly elevate the 
upper lid with his thumb, and with a 
von Graefe cataract knife of large size, 
make a quick stab in the center of the 
capsule. In performing this, the knife 
should be passed flatly through the cor- 
neal section. The procedure requires 
only a moment. Immediately afterward, 
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the lid is allowed to fall back into place 
and thus close the corneal section so as 
to prevent the escape of vitreous. 

To secure the best results, the pupil 
should be moderately dilated with atro- 
pin before operation. Pronounced dila- 
tation is contraindicated because the 
pupillary border then recedes behind 
the corneal section so the iris is grasped 
with difficulty. To obtain the desired de- 
gree of postoperative dilatation, a one 
percent atropin solution may be 
dropped in the eye immediately after 
extraction. Some of this solution, no 
doubt, gets into the anterior chamber 
and thus materially promotes dilatation. 
Complete postoperative dilatation is a 
safeguard against the formation of syn- 
echiae, the presence of which encour- 
ages the formation of secondary cata- 
ract. 

Unless much cortex has extruded, the 
toilet of the eye should be made with- 
out irrigation. Washing out the culde- 
sac may end perniciously in that infec- 
tion may reach the wound from the 
margins of the lids and cilia. Shreds of 
capsule, cortex, and other particles are 
more satisfactorily removed from the 
corneal incision by the use of a small 
iris repositor than by irrigation. This 
instrument should be gently slipped 
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backward and forward through the in- 
cision with a slicing motion. I frequent- 
ly finish this step of the operation be- 
fore the posterior capsule is opened and 
find that the protrusion forward of 
vitreous occasioned by the capsulotomy 
does not disturb the average corneal 
toilet. 

In dressing the eye, the lids should 
not be smeared with vaseline because 
vaseline liquefies at body temperature 
and will run over the margins of the 
lids, which are never entirely sterile. In 
this manner it may carry infection into 
the corneal wound. The dressing should 
be lightly applied. A thin pad of cotton 
between two layers of gauze, held in 
place by strips of adhesive tape, makes a 
desirable dressing. If the patient is rest- 
less, a wire mask or other type of shield 
may be placed over this. 

To summarize; the simplicity of the 
procedure and the ease with which it is 
accomplished, together with the almost 
unfailing favorable results with which 
it is followed, lead me to conclude that 
the posterior capsulotomy done im- 
mediately after a cataract extraction is 
a safer, more effective procedure than 
any type of intracapsular extraction. 


827 Medical Arts Building. 
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NOTES, CASES, 


CASE-HISTORY PHOTOGRAPHS 
WITH THE MINIATURE 
CAMERA* 


H. F. Pierce, Pu.D. 
BALTIMORE 


A case history should present, above 
all, a precise record of carefully made 
observations. The opinions of the ob- 
server and his deductions from the data 
he has collected, while of immediate 
importance to him and to his col- 
leagues, may be found erroneous in fu- 
ture years; but the value of a sound 
observation, carefully recorded, is per- 
manent. 

A good photograph may add to the 
case history an unbiassed record more 
comprehensive and definite than many 
paragraphs. Most institutions are pro- 
vided with the larger and more elabo- 
rate forms of apparatus for producing 
such photographs, equipment which, 
because of its cost and complexity, the 
oculist in private practice is likely to 
do without. It is the purpose of this 
article to show how the oculist, in the 
course of his routine examination, may 
make satisfactory pictures of the anter- 
ior segment of the eye easily and inex- 
pensively by the use of a miniature 
camera and some of the professional 
equipment already in his office. 

The miniature camera has many ad- 
vantages for this work. The short focal 
length of its lens (approximately 50 
mm.) affords a compact unit which may 
be mounted, by means of an adapter, 
on a corneal microscope, or other 
similar stand and used on the ordinary 
glass-topped instrument table. The usu- 
al headrest, and a hand operating lamp 
as a source of i!lumination are auxiliary 
equipment. The negative (motion pic- 
ture or slightly larger) film is inex- 
pensive, which warrants the operator 
in making a number of exposures of an 
interesting subject. Enlargements of 
suitable size for mounting on case his- 
tories cost little more than ordinary 


* From the Wilmer Institute of the Johns 
Hopkins University and Hospital. 
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prints. The negatives are small, light, 
and easily filed. 

Any small camera might be employed 
for this purpose. The one illustrated 
was chosen because all of the attach- 
ments suitable for this method of eye 
photography were available, and tables 
for their use had been published by 
the makers of the camera. It was only 
necessary to make an adapter for 
mounting the camera on the base of a 


Fig. 1 (Pierce). Miniature camera in use. 


corneal microscope, slitlamp, or other 
similar instrument having a vertical 
adjustment, to complete the equipment. 

Figure I shows the camera in use. 
The lens is extended by means of a ring 
inserted between it and the camera. To 
the front of the lens-mount is attached 
a quadrupod, the legs of which extend 
toward the patient’s eye. A black thread 
is stretched across the tips of the two 
outer legs and cemented to them. The 
two inner legs are retracted (and the 
lower one may be removed) so as not to 
strike the patient’s nose. The camera is 
mounted on a corneal microscope base, 
replacing the microscope, by means of 
an inexpensive adapter, the only part 
of the equipment which had to be made 
especially. Figure 2 shows, from right 
to left, the camera, the extension ring, 
the adapter, the quadrupod with the 
thread cemented to it. A hand operating 
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lamp furnishes illumination for making 
the photograph. 

Operation of the camera is simple. 
The headrest is adjusted to the patient’s 
head; by moving the camera about on 
the table and using the vertical adjust- 
ment on the stand, the eye is centered 
within the rectangle indicated by the 
legs of the quadrupod; the operator 
then steps to the side of the headrest 
and moves the camera toward the 
patient’s eye until the thread is seen 
projected against the iris—here the 
operator sights across the thread with 
one eye only, to avoid confusion; the 
release is pressed and the photograph 
has been taken. Like all simple pro- 


Negatives made.with the miniature 
camera should have “fine grain” devel- 
opment, and this should be specified 
when the films are delivered to the fin- 
isher. The size of the picture desired 
should be specified in terms of diam- 
eters: eg., with the equipment as 
shown, the eye is photographed exact- 
ly one-half its natural size; it is desired 
to have the case-history picture twice 
the natural size of the eye; therefore, 
an enlargement of 4 diameters is speci- 
fied. 

The same equipment, minus the 
adapter and base, may be used for 
photographing small objects, such as 
tumors and pathological specimens. 


Fig. 2 (Pierce). The disassembled parts of the equipment. 


cedures, this is easier to perform than 
to describe. No other focussing methods 
or devices are necessary. 

With supersensitive panchromatic 
film the exposure is 1/20 second with 
the lens stopped down to f-9, using the 
hand operating lamp for illumination. 
At this speed there is little trouble 
from movements of the patient’s eye; 
and with the lens working at an aper- 
ture of f-9 there is sufficient depth of 
focus (approximately 5.6 mm.) to allow 
for slight errors in adjusting the camera 
to the proper distance. With slower 
shutter speeds, larger stops, and one of 
the color films now on the market, 
natural color photographs are possible 
in suitable cases, though color pho- 
tography is not recommended to the be- 
ginner. 


The quadrupod is set upright on the 
table with its legs extended equally, the 
specimen is placed within the rectangle 
bounded by their tips, the camera is 
placed on the quadrupod pointing 
downward, and light is furnished by the 
hand operating lamp or even a desk 
lamp. In the case of such three-dimen- 
sional objects, the lens is stopped down 
to f-32, and several-seconds exposure is 
given. However, better results are ob- 
tained by fitting the camera with a 
ground-glass focussing attachment, 
with which the specimen may be seen 
exactly as it will appear in the finished 
print. 

With the same camera, an auxiliary 
front lens, and a longer quadrupod, 
full-face pictures of patients can be 
made - instantaneously and _ without 
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focussing, in the light of one or two 
photo-flood bulbs. Thus, with simple 
and easily operated equipment such as 
has been described, the oculist may pro- 
vide himself with adequate photo- 
graphic records of his cases, and add to 
his histories observations of present 
and permanent value. 

The author’s thanks are due E. Leitz, 
Inc., 60 East 10th Street, New. York 
City, for the loan of the apparatus with 
which this work was done. 

Johns Hopkins Hospital. 


A CONJUNCTIVAL FLAP 
HOLDER FOR CATARACT 
SUTURES 


EuGENE M. Brake, M.D., F.A.C.S. 
NEW HAVEN, CONNECTICUT 


One hesitates to present a new in- 
strument or to suggest a new step in 


the operation of cataract extraction, but 


great that few men can accomplish the 
feat regularly. On the other hand, if 
one bite of the suture can be placed 
before the section is made and the sec- 
ond bite taken easily and quickly at its 
conclusion, there is no added risk, and 
a real safeguard has been added. This, 
I feel, is accomplished by the method 
to be described, using a metal instru- 
ment to protect the incision into the 
eye and thus prevent the opening of the 
wound. 

The flap holder, as I have called the 
instrument, is a curved spatula, per- 
forated to allow passage of the needle 
and suture. The spatula is set upon the 
handle at an angle of 45°, so that the 
hand holding the instrument does not 
obstruct the view. The concavity of the 
instrument is such that it corresponds 
to the convexity of a globe of average 
size. The opening, .66 mm. in diameter, 
allows the passage of an ordinary con- 
junctival needle without difficulty. If 


Fig. 1 (Blake). Conjunctival flap holder for cataract sutures.* 


the instrument to be described has 
served me so well for a number of years 
that I venture to describe it. The em- 
ployment of sutures in cataract surgery 
now seems so well established that a 
failure to make use of this great addi- 
tion to our technic is difficult to com- 
prehend. I believe that the failure of 
some operators to suture the wound is 
due to the facet that it appears to be 
a complication and one which imparts 
an element of danger during the course 
of the operation. Actually, the applica- 
tion of sutures can be made without 
risk and proves of real value, especially 
in the feeling of security which the sur- 
geon later enjoys. 

An ideal suture for the cataract op- 
eration would be one that could be in- 
troduced before the section is made, 
with the section placed between the 
two tissue bites of the suture. This is, 
however, so difficult of performance and 
the liability of cutting the suture so 


_* This instrument was made by the Geo. 
Tiemann Co. of New York. 


the opening in the instrument is too 
large, conjunctiva will be drawn into 
the hole and difficulty be encountered 
in drawing the suture through. The in- 
strument can be used for either eye. 
After the usual preparations are com- 
pleted for the cataract operation the 
needle is introduced into the conjunc- 
tiva and episcleral tissue, 5 mm. above 
the limbus in the vertical meridian. The 
suture is now drawn to one side and the 
corneal section made, ‘finishing with a 
small conjunctival flap which ends in 
front of the suture. The needle is again 
picked up and its point introduced from 
the under surtace of the conjunctival 
flap near the limbus. At the point where 
the tip of the needle pushes up the con 
junctiva the flap holder is applied, so 
that the needle will pass through the 
opening of the instrument. Gentle pres- 
sure of the instrument holds the flap 
against the sclera and prevents opening 
of the section into the eye. When the 
needle point is a few millimeters 
through the opening, it is grasped by 
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the needle carrier and the suture is 
drawn through. The instrument is 
raised and the assistant cuts the suture 
close to the flap holder, allowing suffi- 
cient length for easy tying. The suture 
is loosely tied and the loop laid to one 
side so that it in no way interferes with 
the progress of the operstion. At the 
conclusion of the operation two more 
sutures are inserted, one on each side 
of the central suture. The flap holder is 
not necessary for these lateral sutures 
as they are introduced from the outer 
surface of the conjunctiva. 

Until the flap holder was employed 
I was always made uneasy by the gap- 
ing of the wound which is necessarily 
caused by passing a suture from be- 
neath outward. With the holder one 
gently presses the flap against the 
sclera, thus preventing the gaping of 
the wound. If, at any time after the su- 
ture is placed one desires to close the 
wound, the suture is ready to tie and 
the surgeon is master of the situation. 
The episcleral bite allows very firm 
closure of the wound and never comes 
out until removed. 


Although designed for use in cataract 
surgery, the flap holder is extremely 
helpful in suturing scleral wounds, 
where, because of the tough tissue the 
introduction of sutures always causes 
the wound to gape. Of even greater val- 
ue is its use in suturing corneal wounds, 


Fig. 2 (Blake). Flap holder in use. | 


since it obviates the necessity of using 
forceps to hold the corneal flaps, with 
inevitable bruising of the tissue, which 
is so undesirable. 


303 Whitney Avenue. 
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SOCIETY PROCEEDINGS 


Edited by Dr. H. RoMMELL HILDRETH 


MINNESOTA ACADEMY OF 
OPHTHALMOLOGY AND 
OTO-LARYNGOLOGY 


Section on Ophthalmology 
November 10, 1933 
Dr. Gordon New, president 


Recurrent idiopathic retinal 
hemorrhages 


Dr. Walter E. Camp (Minneapolis) 
reported the case of a woman, 25 years 
old, who complained of impaired vision 
in both eyes. She had first noticed a 
fogging of the sight in both eyes on 
December 23, 1932, which gradually 
cleared. Seven days after this first at- 
tack there was a sudden severe recur- 
rence involving especially the left eye. 

The first examination of her eyes was 
made on January 9, 1933, which was 
about ten days following the onset of 
the second attack. The vitreous was 
extremely hazy. The optic discs and 
surrounding retinae were swollen and 
edematous. Scattered throughout both 
retinae were numerous hemorrhages, 
the largest being visible iust below the 
macula in the left eye. Surrounding both 
maculae were scattered yellowish-white 
exudates. The veins had irregular en- 
largements, and in some areas the blood 
column could not be seen. Vision in the 
right eye was 6/10 and in the left eye 
6/20. 

A complete physical and laboratory 
examination made at this time was en- 
tirely negative except for infected ton- 
sils and a non-specific endocervicitis. 
Resting in the hospital she was given 
calcium gluconate and forced elimina- 
tion with pilocarpine sweats and ca- 
thartics. The tonsils were removed and 
the cervix cauterized. Soon after leav- 
ing the hospital she had another severe 
hemorrhage involving only the left eye. 
The hemorrhage was large and boat- 
shaped and was pre-retinal. 

Treatment was continued as above 
and she gradually improved over a 
period of about five months, so that by 
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June her vision was 6/6 in the right eye 
and 6/7 in the left. About July 8th she 
had a severe hemorrhage in the right 
eye which also involved the vitreous 
and prevented examination of the fun- 
dus. A von Pirquet test was slightly 
positive but clinical and x-ray examina- 
tions showed no evidence of tuberculo- 
Sis. 

Over a period of months the hem- 
orrhage in the right eye absorbed and 
at present her vision was 6/6. The vi- 
sion in the left eye was 6/10 and this 
eye showed beginning retinitis prolif- 
erans. 

Recently Levitt of Brooklyn reported 
30 cases from the Massachusetts Eye 
and Ear Infirmary. His conclusions 
were that, aside from trauma, these 
cases could be divided into two groups. 
(1) A small group with definite perivas- 
cular changes, which were undoubtedly 
due to tuberculosis. These usually were 
recurrent, bilateral and occurred more 
frequently in young females. (2) A larg- 
er group having little or no perivascular 
change; usually having more marked 
hemorrhage in the vitreous, and occur- 
ing at any age. The etiology of this larg- 
er group was still undetermined. 

Discussion. Dr. Walter Fink said that 
he understood that Dr. Benedict at one 
time advocated the use of neosalvarsan 
in place of tuberculin as it was a some- 
what safer procedure and the result 
equally as good. 

Dr. F. E. Burch mentioned the case of 
a 67-year-old man with petechial hem- 
orrhages of the retina who entered the 
hospital with a diagnosis of Paget’s dis- 
ease. His head was getting larger, he 
had lost stature, and besides the general 
deforming osteitis he had a peculiar 
bowing of the tibia. There was a definite 
calcium dyscrasia, and he improved 
promptly on the administration of cal- 
cium gluconate in large doses. 

In a similar case, in a man aged 48 
years, calcium therapy also controlled 
the condition. In 1876 Paget described 
retinal hemorrhages in his first clinical 
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report of what was now described as 
Paget’s disease, but calcium metabo- 
lism was not understood then. 

Dr. H. P. Wagener said they were 
using sodium gold thiosulphate. He felt 
that a great percentage of these cases 
were tuberculous. 

Dr. W. A. Kennedy said he had been 
using sodium gold thiosulphate in a 
similar case for about eight months. He 
started with 25 mg. and gradually in- 
creased the dose to 100 mg. The eyes 
had not improved much under treat- 
ment although the patient claimed that 
he could see better at times. 

Dr. Camp (closing) stated that a 
blood platelet count had been made 
twice and was practically normal each 
time. The blood sugar was normal but a 
blood calcium determination was not 
done. 


The value of autopsies in the specialties 

Dr. J. W. Kernohan (Rochester) (by 
invitation) gave a talk on this subject. 
Eight cases were ‘reported in which 
rather obscure clinical findings were 
made clear after autopsy study. 

Walter E. Camp, 
Secretary. 


COLORADO OPHTHALMOLOGI- 
CAL SOCIETY 


November 18, 1933 
Dr. Frank Spencer presiding 


Traumatic rupture of the choroid be- 
tween the macula and disc 


Dr. R. W. Danielson presented the 
case of Mr. M. J. U., aged 24 years. On 
March 24, 1933, while chopping wood 
a piece of wood struck the right eye. 
With fluorescein one could see wide- 
spread corneal abrasions and small con- 
junctival and corneal lacerations. The 
anterior chamber was one-fifth filled 
with blood. The pupil was widely dil- 
ated (before the use of any drug). 
These anterior segment injuries disap- 
peared within a few days, except the 
dilated pupil; then one could see a 
hemorrhage in the region of the macula 
and a white tear of the choroid down 
through the macular region. Pigment 
had migrated into the tear. The vision 


with and without correction was 4/12, 
and J. 5. Fields taken one month after 
the injury were normal both for form 
and colors; no scotoma could be deter- 
mined. 

Discussion. Dr. Edward Jackson said 
that the blow seemed to have fallen on 
the center of the cornea which was not 
common. He felt that the rigidity of the 
cornea and the equal distribution of 
force in all directions explained the 
limitation of the choroidal rupture to 
such a small area. 

Dr. William H. Crisp asked whether 
in walled cavities such as the eye, the 
effect was produced by a wave of action 
through the intraocular fluids or 
through the wall of the globe. The tear 
in the choroid at the posterior pole of 
the globe was produced by a mechanism 
very similar to a fracture of the skull 
by contre-coup. 

Dr. C. H. Stine felt that the effects 
of the tear were more wide-spread ; he 
saw a faint yellowish arcuate line ex- 
tending for a considerable distance both 
upward and downward from the main 
tear. 

Dr. Danielson said that the full 
peripheral field and absence of scotoma 
could be explained by the fact that free 
anastomosis of the choroidal vessels 
saved the surrounding choroid, and by 
the fact that the retina itself was not 
involved. 


Pseudoretinoblastoma (?) 


Dr. R. W. Danielson also presented 
the case of Julius M., aged 6 years. The 
child’s mother gave the history that the 
right eye had never looked just right 
since birth. The pupillary reactions in 
both eyes were normal. On examination 
one saw just behind the lens a brown- 
ish-gray, smooth, lobulated mass. On 
its surface there were enlarged blood 
vessels with small aneurysmal-like 
areas, Transillumination indicated quite 
definitely that there was fluid behind 
this mass, which was probably a de- 
tached retina. A week prior to pres- 
entation the child was struck on the 
bridge of the nose. This was followed 
by an attack of glaucoma which was 
now yielding promptly to treatment. 
Physical examination and diagnostic 
tuberculin tests were negative. 
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Discussion. Dr. W. H. Crisp stated 
that he had studied this case several 
times four or five months previously 
with Dr. Danielson and felt that the 
condition was not a retinoblastoma. It 
was his opinion that there was possibly 
a congenital vascular anomaly which 
resulted in the production of cicatricial 
bands and a complete retinal detach- 
ment. There had not been, to his knowl- 
edge, any elevation of the intraocular 
tension during the course of his obser- 
vation. Delay in enucleation was not 
hazardous. 

Dr. Edward Jackson was of the opin- 
ion that in all probability this was a 
case of retinoblastoma, and that subse- 
quent developments in the case might 
establish this diagnosis. 


Complete radial iridectomy in cataract 
extraction 


Dr. R. W. Danielson also presented 
the case of Mr. G. L. L., aged 60 years, 
on whom he had performed a bilateral 
combined intracapsular cataract extrac- 
tion. The usual operative procedure 
was carried out with the exception of 
the manner of treatment of the iris. A 
radial cut in the vertical direction from 
the upper pupillary border to the root 
of the iris was made with the de Weck- 
er scissors. This was done to facilitate 
delivery of the lens and yet to have a 
small, sightly coloboma with a mov- 
able pupil. At the time of presentation 
the coloboma was about three to four 
millimeters wide. Final vision with cor- 
rection was, O.D. 20/20 —5, and OS. 
20/25+. 

Discussion. Dr. G. H. Stine stated 
that he had been able to obtain a colo- 
boma as narrow as the one in this case 
by the usual method of iridectomy, the 
scissors being laid astride the wound at 
the limbus in the vertical direction 
rather than parallel with the limbus. In 
cases where full mydriasis could be ob- 
tained with drugs, a peripheral iridec- 
tomy leaving the sphincter intact was 
rather to be desired in the final result. 


Implantation cyst of the anterior cham- 
ber following injury to the cornea 


Dr. M. E. Marcove presented Mr. 
C. S., aged 22 years, a highway con- 


structor, who on May 28, 1933, was 
struck in the left eye with a stone. The 
vision was immediately lost. The pa- 
tient was treated in another city by 
suturing the globe. Seven days later the 
patient came to Denver to consult an- 
other oculist. At that time the eye be- 
came painful. The patient had had a 
primary sore in July and had been un- 
der antiluetic treatment since August, 
otherwise the general health was good. 
When first seen by Dr. Marcove the vi- 
sion was, O.D. 20/20; O.S. counting 
fingers at one foot. Examination of the 
right eye was essentially negative. In 
the left eye there was a horizontal scar 
in the cornea extending from “4 to 7 
o'clock,” the scar being more prominent 
on the temporal side. The rest of the 
cornea was normal. Extending into the 
anterior chamber from the temporal 
half of the scar there was a large, freely 
movable cyst measuring 3x3 mm. On 
the temporal side and below, there 
were several spots of bright blood 
which had remained about the same 
size since the patient was first seen in 
September. The lens was clear. Below 
and temporally from the disc and in- 
cluding the macula there was a large 
area of chorioretinitis juxta papillaris 
of Jensen. Tension had never been 
found above normal. The treatment 
consisted of the use of atropin, hot com- 
presses, dionin and antiluetic treat- 
ment. Dr. Marcove was not certain 
whether the cyst was epithelial or 
endothelial. He had not considered any 
operative interference at the present 
time unless glaucoma supervened. As- 
piration of the cyst might be attempted. 
Discussion. Dr. W. H. Crisp said 
that opening of the anterior chamber 
might allow the gush of aqueous to 
carry the cyst out into the wound. 
Dr. J. M. Shields cited the case of a 
small boy who had received a perforat- 
ing injury of the cornea at the limbus, 
due to running into a barbed wire 
fence. The pupil was irregular and re- 
sisted eserin myosis. There were two 
or three cysts in the anterior chamber. 
The cysts were removed by iridectomy. 


Perforating injury of the cornea 


Dr. F.-R. Spencer presented the case 
of Master L. C., aged 5 years, first seen 
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in May, 1932, with the history that he 
had struck himself in the right eye with 
an iron rod about three hours before 
the visit. Examination showed a linear, 
horizontal wound of the cornea with 
prolapsed iris. The child was imme- 
diately sent to the hospital where the 
prolapsed iris was excised and the 
wound covered with conjunctival flaps. 
Protargol and atropin were used. The 
stitches were removed a few days later. 
At the time of presentation the vision 
was, O.D. 6/30 +1 and J. 7; O.S. 6/6 
—2 and J. 3. There was a narrow linear 
corneal scar across the central cornea, 
to the central portion of which a nar- 
row tag of conjunctiva was still at- 
tached; the remainder of the cornea 
was clear. The lower pupillary portion 
of the iris was adherent to the wound 
forming an anterior synechia. The eye 
was quiet, and there was no elevation 
of tension. The question of any opera- 
tive interference to break the anterior 
synechia was raised. 

Discussion. Dr. W. H. Crisp stated 
that most cases of this nature might go 
on for many years without trouble. 
There was some danger of reformation 
of the synechia after severance, al- 
though atropin mydriasis might pre- 
vent this complication. 


Severe dermatitis and conjunctivitis 
due to “Lashlure” 

Dr. G. H. Hopkins reported the case 
of Miss J. L., aged 46 years, a school 
teacher. She was first seen on Novem- 
ber 13, 1933, with the complaint of 
swelling lids, moderate itching of the 
eyes and very slight watery discharge, 
which developed two days after dying 
her eyelashes and eyebrows with a 
preparation called “Lashlure.” Exami- 
nation revealed moderate edema of the 
upper lids and conjunctiva. The corneas 
were clear, and the fundi were normal 
in both eyes. During the following 
week there was a gradual increase in 
all symptoms to the «xtent that hospi- 
talization was necessary. The swelling 
of the lids and the chemosis of the con- 
junctiva had increased to such an ex- 
tent that the lids could be separated 
only with great difficulty. The free use 
of boric acid irrigations and cold packs 


and boric acid ointment had little ef- 
fect ; opiates at night were necessary to 
relieve the symptoms of intensé burn- 
ing. All treatment tended to produce 
a profuse stringy mucous discharge, and 
the instillation of even normal saline in- 
creased the pain and burning of the 
conjunctiva. Conjunctival smears were 
negative for bacteria. The blood pic- 
ture was that of a slight anemia. Dur- 
ing the second week of treatment the 
condition gradually subsided, although, 
when the edema of the lids and the 
chemosis of the conjunctiva decreased 
enough to permit a more careful exami- 
nation of the central portion of the cor- 
nea, there was noted a slight infiltra- 
tion of the central portion of the cornea 
of each eye. There was a marked gen- 
eral edema of the corneal epithelium, 
which gradually subsided along with 
the other symptoms. At the time the 
case was reported there remained a 
slight injection of the conjunctiva and 
a slight dermatitis of the skin of the 
lids and brows. In the third week there 
developed a very marked and painful 
swelling of the glands of each side of 
the neck, accompanied by a general rash 
all over the body and intense itching of 
the skin. These general symptoms had 
nearly disappeared. The case was still 
under observation. 

Discussion. Dr. G. H. Stine cited a 
similar case reported by Greenbaum in 
the Journal of the American Medical 
Association, July 29th issue, in which 
removal of the eyelashes with a pair of 
scissors as close to the lid margins as 
possible was followed by marked im- 


provement within forty-eight hours, 


and from then on complete relief. 
George H. Stine, 
Recorder. 


ILLINOIS EYE AND EAR 
INFIRMARY 


November 8, 1933 
Dr. Harry S. Gradle presiding 


Orthoptic clinic 

Dr. J. L. Bressler presented a group 
of children from the orthoptic clinic 
which was started about the middle of 
September. The results so far had been 
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satisfactory. The children were very co- 
operative, and it was hoped that all 
squint cases would be referred to this 
service to see what could be accom- 
plished without surgery. Treatments 
were given once a week, and most of 
the children had developed fusion and 
overcome suppression of one eye after 
three or four treatments. 

Discussion. Dr. Thomas D. Allen said 
that in the Transactions of the British 
Ophthalmological Society for 1931, 
there were several interesting articles 
on this subject. Miss Maddox spoke of 
the remarkably good results obtained. 
Fusion was being developed in spite of 
the fact that treatment often was not 
started until the age of 15 to 20 years. 


Rupture of iris 


| Dr. Adamski presented an 8-year-old 
. girl who was injured on July Fourth by 
the explosion of a torpedo. When seen 
one hour later vision was light percep- 
tion only ; tension was normal. A super- 
ficial abrasion of the cornea and trau- 
matic rupture of the iris from “11 to 
4 o’clock” was seen in the right eye, 
the iris being torn from its attachment. 
There was hemorrhage into the ante- 
rior chamber. The fundus could not be 
seen. X-ray showed no foreign body. 
The patient developed fever associated 
| with a sore throat. 
| On July 21st Dr. Allen operated, 
making a subconjunctival puncture of 
| the limbus with a Graefe knife, entering 
at “12 o’clock” and coming out at “3 
o'clock.” He attempted to grasp the 
- » root of the iris at each place and pull 
it into the wound, where a fine silk su- 
ture was placed in it and then both ends 
of the suture carried through the con- 
junctiva for anchorage. The suturing 
at “12 o’clock” was performed in such 
a bloody field that it was found the 
whole of the iris had been grasped. The 
patient became so restless that further 
operation was deferred. 

On July 28th a small keratome in- 
cision was carried subconjunctivally in- 
to the anterior chamber at “3 o’clock.” 
) No hemorrhage of any consequence oc- 
} curred. The root of the iris was grasped 

and a fine silk suture was carried 
} through it and then through the con- 
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junctiva. This was more successful than 
the first attempt. The end result was an 
appearance somewhat like that of an 
iridencleisis. Two similar cases were re- 
ported by Key in the Archives of Oph- 
thalmology, May, 1932. 


Glaucoma 


Dr. Thomas D. Allen presented a 
woman who had a history of gradual 
loss of vision over a period of about a 
year, with some tenderness in the vi- 
cinity of the right eye. At Billings Hos- 
pital she had been told that she had 
glaucoma. Vision of the right eye was 
light perception; tension 65 mm. The 
pupil was large, and iris was slightly 
atrophic. There were large tortuous ves- 
sels leading from the limbus to the con- 
junctiva. The anterior chamber was 
shallow. Miotics did not diminish the 
tension. There was a mature cataract. 
In the left eye the tension was 34 mm.; 
the anterior chamber shallow, but ap- 
parently no lenticular opacity. Form 
fields were normal and there was no 
change in the disc. 

An iridectomy was done on the right 
eye to reduce the tension, but failed to 
change it materially, and since then the 
tension had been about 44 mm. Trans- 
illumination had repeatedly been nega- 
tive, but in spite of this there was a 
question of a new growth. The problem 
was whether it was safe to leave the 
eye alone or whether it should be enu- 
cleated. Apparently there was no glau- 
coma in the left eye. The tension had 
not been high since the first visit, be- 
tween 16 mm. and 22 mm., even follow- 
ing homatropine instillations. Many 
similar cases in which the eye was not 
removed apparently got along all right. 

There was also a question as to the 
justifiability of removing the cataract to 
allow for more perfect study of the fun- 
dus for a new growth and also removal 
of the lens might aid in the control of 
the hypertension. Of course no visual 
improvement could be expected. 

Discussion. Dr. D. C. Orcutt said that 
in many such cases it was better to re- 
tain the eye for the patient’s peace of 
mind. Some authorities stated that a 
blind eye should be enucleated, but with 
this opinion he did not agree. In one pa- 
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tient, operated on fifteen years ago, the 
tension had never risen, though the eye 
was totally blind. The lens in a glau- 
comatous eye was very easily removed, 
without hemorrhage or other complica- 
tions. 


Retinal pigmentary degeneration 


Dr. Leo L. Mayer presented a 68- 
year-old man whose history was that 
thirty years ago, in a steamboat acci- 
dent, he was knocked unconscious. Af- 
terward it was thought that the vision 
was impaired. He went to a chiroprac- 
tor who manipulated the spine. In time 
some of the vision returned. Vision at 
this time with correction was O.D. 
20/50, O.S. 20/100. Tension was nor- 
mal. Visual fields were contracted con- 
centrically to about 20 degrees in the 
right eye and to 15 degrees in the left 
eye. There was marked pigmentary de- 
generation of the retina, not of the 
bone corpuscle type, and a waxy pallor 
of the discs. Night blindness was very 
marked. 


Tubercle of the choroid 


Dr. V. M. Leech presented a young 
girl, first seen in July, at which time a 
tentative diagnosis was made of tuber- 
cle of the choroid of the right eye be- 
tween the macula and the disc. The le- 
sion was quite fresh and presented the 
characteristic dirty gray appearance. 
The Mantoux test was negative. Noth- 
ing was found of interest on physical 
examination. X-rays of the chest were 
negative. The lesion was now compara- 
tively healed. There was a small defect 
in the left fundus at the nasal periphery, 
which looked quite old, and had prob- 
ably existed since early childhood. 

The treatment had been general, con- 
sisting of ultraviolet irradiations twice 
a week, tonics of codliver oil, selected 
diet, and outdoor exercise. No tubercu- 
lin injections were given. The Wasser- 
mann blood test was negative. The 
proximity to the disc, the color and ele- 
vation, all pointed to the diagnosis. In 
choroiditis caused by focal infection the 
elevation of the lesion would not be 
present. 


Cataract in hydrocephalus 


Dr. V. M. Leech presented a 77-year- 
old woman, weighing 95 pounds, whose 
case was of general as well as of oph- 
thalmological interest. It was thought 
that she had Paget’s diseases on ac- 
count of the enlargement of the cranium 
and the marked curvature of the dorsal 
vertebrae. X-rays however did not show 
any elongation of the long bones nor 
softening of the compact layers. There 
was a history of brain fever in child- 
hood, so a diagnosis of hydrocephalus 
was made. She also had chronic peri- 
articular arthritis. Apparently these 
conditions proved no contra-indication 
to cataract operation, because this was 
done two and a half weeks ago with 
satisfactory results. 


Aneurysm within the orbit 


Dr. Adamski showed a 25-year-old 
man who was in an automobile accident 
in 1930, sustaining a skull fracture 
which extended to the margin of the 
frontal bone, and was unconscious for 
about two weeks. There was a swell- 
ing about the size of a lemon over the 
left eye, which had remained ever since. 
The right pupil reacted to light and 
accommodation; the left did not; the 
left upper lid drooped. 

On September 27th a vertical incision 
was made at the inner canthus, and the 
larger vessels were tied. On November 
1 an incision was made in the region 
of the eyebrow; about an inch and a 
half section was made until the orbital 
fascia was exposed, and a pulsating 
aneurysmal swelling was exposed. The 
upper portion of the sac was tied off on 
each side. The space between was seen 
to be lined with smooth white tissue. 
There was still some swelling, but none 
of the vessels were palpable. It seemed 
that the condition was one of large 
aneurysm of the ophthalmic branch in 
the orbit, which was also pushing out 
the eyeball. 

Dr. Orcutt said that the reason for 
ligating in this manner was on account 
of the great danger of anemia in liga- 
tion of the internal carotid. It was safer 
to begin in this way, and possibly later 
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the internal carotid could be ligated 
without trouble. 
Robert von der Heydt, 
Recorder. 


BUFFALO OPHTHALMOLOGI- 
CAL SOCIETY 


November 9, 1933 


Dr. H. H. Glosser presiding 


Modern treatment of syphilis as re- 
lated to eye conditions 


Dr. Earl D. Osborne read a paper on 
this subject in which he divided syphilis 
involving the eye into four groups. 

1. Early syphilis, including chancer 
of the eyelids and conjunctivae; mu- 
cous patches of the conjunctivae; iritis, 
and other manifestations of early syphi- 
lis of the uveal tract. These manifesta- 
tions of syphilis improved promptly un- 
der combined arsphenamine and bis- 
muth therapy. 

2. Late syphilis, including iritis, irido- 
cyclitis, choroiditis, retinitis, neuritis, 
and interstitial keratitis of acquired 
syphilis. The latter condition was not 
nearly so rare as many authors had 
stated. He had seen three cases in the 
past year and this condition was im- 
portant from the standpoint of work- 
men’s compensation. Late syphilis of 
the eye should be treated with com- 
bined arsphenamine and bismuth ther- 
apy at intervals of approximately four 
months between courses of arsphena- 
mine with bismuth during the interim. 
Interstitial keratitis from acquired 
syphilis, usually responded more rap- 
idly than did the congenital form. Any 
resistant case of late syphilis should 
be subjected to fever therapy without 
hesitation. 

3. Congenital syphilis of the eye, in- 
cluding interstitial keratitis and the 
same conditions mentioned in group 2. 
During the past eight years not a single 
case of interstitial keratitis had failed to 
improve after the combined use of 
sulpharsphenamine and bismuth intra- 
muscularly, with repeated courses of 
arsphenamine. It was important that 
treatment should be combined and that 


it be carried to the limit of tolerance. 
Fever therapy, either in the form of 
malaria or produced by the split dose 
method of typhoid vaccine intravenous- 
ly, materially shortened the duration of 
the attack. Persistent, continuous treat- 
ment had prevented recurrence and the 
involvement of normal eyes. 

4. Neurosyphilis with eye manifesta- 
tions, including optic atrophy, neuritis 
and retinitis. These patients were given 
one strenuous course of combined 
arsphenamine and bismuth followed by 
fever therapy. The results were incom- 
parably better than with arsphenamine 
and bismuth alone or combined with 
Swift-Ellis intraspinal therapy. 


Blood staining of the cornea 


Dr. E. E. Blaauw presented a girl 
seven years of age, who was seen by 
him four days after being struck in the 
right eye with a stone. There was the 
usual picture of hemophthalmia clouded 
by a dark opaque cornea. The blood 
could be made out in the anterior cham- 
ber faintly around the limbus. At this 
time the girl was fretful, had vomiting 
spells and the intraocular tension was 
+2 (tactile). The condition did not im- 
prove and a week later a paracentesis 
was done. Marked improvement in her 
physical condition resulted. Intraocular 
tension remained normal. Shortly after 
the paracentesis, the cornea assumed an 
olive green color and was too dense to 
allow inspection of the deeper portions. 
At the present time it seemed as if some 
clearing was beginning in the center, 
which was contrary to the usual course. 
The individual’s clotting time was with- 
in normal limits. 

Microscopically two substances had 
been found in the cornea in such condi- 
tions. One, a strongly reflecting, sharp- 
ly defined substance which was also 
found by Leber in a case of aspergillus- 
keratitis. An inflammation in Leber’s 
case and a hemorrhage in Baumgarten’s 
case produced conditions which gave 
rise to a fibrogenous substance that 
penetrated the corneal parenchyma. It 
was also found after sectioning of both 
the long and some of the short ciliary 
arteries, as well as after tying off the 
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vena vorticosae. Hemosiderosis was a 
diffuse iron reaction which in this case 
involved the cornea, manifested by a 
deposition of granular hemosiderin in 
the corneal cells and their extensions. 
This iron containing fluid apparently 
penetrated by diffusion and the precipi- 
tation in an insoluble form took place 
in the corneal tissue itself. 
Ivan J. Koenig, 
Secretary. 


CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY 


November 20, 1933 
Dr. Dwight C. Orcutt, president 
Papillomatosis of the conjunctiva 


Dr. Philip A. Halper presented a 
colored bey, four years old, who, at the 
age of 18 months, had injured his right 
eye with the point of a pencil. About 
three months later redness and irrita- 
tion were still present in the eye, and 
a papilloma had developed in the region 
of the caruncle. About seven months 
ago papillomatosis developed in the 
conjunctival sac. Serologic and bacteri- 
ologic studies were negative. Sections 
of one of the tumor masses showed sim- 
ple papilloma. -After. removal with 
scissors the tumors came back more 
numerous than before and were now 
also in the upper lid. Radium would be 
used after a second removal. It was pos- 
sible that the papillomatosis was a 
foreign body reaction to. pencil par- 
ticles. 


Fusion following extraction of one lens 


Dr. Sanford Gifford presented a 
patient with one aphakic eye following 
the removal of traumatic cataract. 
There was high astigmatism, but with 
correction the vision was 20/15. With 
glasses stereoscopic vision was ob- 
tained. A lens that reduced the image 
of the right eye and enlarged that of 
the left eye was used. The lenses were 
a modification of the distal glass of 
Zeiss, using the opposite principle for 
the right eye and the regular principle 
for the left eye. 
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Paresis following alcohol injection at 
the foramen rotundum 


Dr. Carmody said that the patient had 
been referred with a diagnosis of 
metastatic carcinomatous involvement 
of the trigeminal nerve. Because of 
pain, the foramen rotundum region was 
injected with alcohol giving immediate 
relief from pain, but accompanied by a 
loss of external and upward rotation 
of the eye. Later keratitis developed. 
Partial closure of the lids by tarsor- 
raphy corrected this. 


Orthoptic training in strabismus 


Dr. George Guibor presented two 
children. The first girl had a right con- 
vergent deviation of 12 degrees without 
glasses, and 6 degrees with glasses. She 
wore: O.D. +2.25 D. sph. <= +2.00 
cyl. ax. 120°, vision = 20/50—1; O.S. 
+2.00 D. sph. <= +1.00 cyl. ax. 100°, 
vision = 20/50—1. Fusion training 
over eight months had improved the 
vision to O.D. 20/25—1, O.S. 20/30+1, 
with correction, and the Maddox rod 
test disclosed 2 degrees of esophoria for 
far and near. Adduction was 12 degrees ; 
abduction was 20 degrees. 

The second girl, 11 years of age, had 
had a left convergent deviation between 
5 degrees and 10 degrees, without 
glasses, for four years previous to en- 
tering the clinic. Vision O.D. +6.50 
D. sph. <= +1.00 cyl. ax. 75° = 20/30; 
O.S. +6.75 D. sph. <= +6.75 cyl. ax. 
105° = 20/200—1. Under training since 
last June, the vision had improved to 
O.D. 20/25, O.S. 20/65. Cover tests 
showed less than 5 degrees of esophoria 
without glasses. Adduction was 4 de- 
grees; abduction 6 degrees. Both cases 
had excellent fusion and fusion ampli- 
tude in the stereoscope. 


Autogenous-blood instillations of the 
anterior chamber 


Dr. Beulah Cushman said that a 
diagnosis of right tuberculous uveitis 
had been made in this girl at the age of 
10 years, in November, 1930. She was 
treated with tuberculin with great bene- 
fit to her general health and the relief of 
headaches which were the most dis- 
tressing symptoms but there remained 
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a low grade uveitis and gradual reduc- 
tion in vision from 1.0 to 0.5. Again in 
April, 1932, after a complete examina- 
tion the same diagnosis was made. The 
tuberculin test was positive in a 1/10 
dilution, and again the headaches were 
relieved with the use of tuberculin, but 
the uveitis remained active with 30 to 
50 fresh and old posterior precipitates 
on the cornea, increased density of 
aqueous and cellular infiltration of the 
anterior vitreous. The tension was 
normal. 

On March 25, 1933, vision of the right 
eye was 0.5. Then the first auto-blood- 
anterior-chamber instillation was made 
according to the method used by 
Schieck. The change in the eye on the 
second day was remarkable. The blood 
had disappeared and the precipitates 
had almost entirely vanished. The eye 
continued to improve. After five weeks 
there was an activity again, the instilla- 
tion was repeated, and then again every 
two weeks until she had had five, the 
last one on June 17. Since that time 
there had been no activity and the vision 
had improved to 0.8. She had had no 
tuberculin since the instillations of 
blood, and her general treatment had 
remained the same. 


Progressive exophthalmos in thyroid 
disease, with report of a malignant 
case 


Dr. Michael Goldenburg read a paper 
on this subject which will be published 
in the American Journal of Ophthal- 
mology. 

Discussion. Dr. Harry Woodruff said 
that he had observed two cases of pro- 
gressive exophthalmos for a year fol- 
lowing operation for goitre, one of them 
so extreme that ulceration had com- 
menced in the cornea of one eye. Both 
cases were benefited by the use of 
physostigmine internally. 

Dr. Goldenburg (closing) said, in an- 
swer to Dr. Katz, that so far as he knew 
his idea of a chemical analysis of the 
orbital fat was original. It was quite 
probable that the thyroid in these cases 
might not be as important as the other 
endocrine organs. The results obtained 
from physostigmine were probably due 


to its effect on the capillaries of the 
other endocrine organs as well as the 
thyroid. 


Recurrent iridocyclitis accompanied by 
hypopyon 

Dr. Robert Blue read a paper on this 
subject. 

Discussion. Dr. Sanford Gifford said 
that it was rare to see hypopyon a 
feature of chronic uveitis, though it was 
not infrequent in iritis due to focal in- 
fection or gonorrhea. It was hard to 
say whether this iritis with hypopyon 
was a clinical entity or a severe case of 
uveitis. 

Dr. E. V. L. Brown said that Urbanek 
reported several cases of recurrent hy- 
popyon in iritis in his 1929 monograph, 
and made it the subject of a special 
paper in the Zeitschrift f. Augenheil- 
kunde, Vol. 79, 1932. In all of these he 
considered tuberculosis to be the cause 
of the iritis, and Dr. Brown agreed with 
Urbanek’s general observation that re- 
currences in iritis extending over years 
were more often due to tuberculosis 
than to focal infection. 


Kinetic velonoscopy or flicker test 


Dr. Palmer Good read a paper on this 
subject which will be published in the 
American Journal of Ophthalmology. 

Discussion. Dr. Leo Mayer suggested 
that Dr. Good avoid referring to this 
method as the flicker test. In the optical 
physiology laboratory where one dealt 
with the reaction of the retina to rapid 
succession of light stimuli, there oc- 
curred a period where these stimuli 
were unrecognized as separate. This 
point was called the critical frequency 
of flicker and the connotation had been 
in use for many years. 

Dr. Palmer Good (closing) said in 
reply to Dr. Allen that he had given 
no case histories; first because he did 
not think they would prove anything 
so far as the theoretical proof of 
velonoscopy was concerned; second, 
because patients were not tested with 
velonoscopy alone. Retinoscopy and 
velonoscopy were always checked one 
against the other. 

Robert von der Heydt 
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COLOBOMAS IN THE EYE 


Coloboma due to defective develop- 
ment in the eye is most frequent in the 
iris, where Bartholinus first reported it 
in 1673. Sometimes the mother recog- 
nizes it, and brings the child because 
the eye does not look right. Coloboma 
of the choroid can scarcely escape the 
attention of the student who has begun 
to use the ophthalmoscope. It had been 
recorded. by von Ammon in 1831. 
Coloboma of the lens, seen as a notch 
in its margin, will attract the attention 
of the ophthalmoscopist who has 
learned to recognize the dark curved 
line that marks the edge of the lens, 
when this is exposed in the extended 
pupil. It was observed by Knapp in 
1862. 

The general frequency of these con- 
genital anomalies has been shown by 
statistical studies but the etiology of 
such defects has remained a subject of 
debate and speculation. The location of 
these defects has been most frequently 
downward, or downward and slightly 


to the nasal side. A defect in this direc- 
tion has been called “typical,” and other 
directions “atypical.” Since the em- 
bryologic development of the eye has 
been studied, and the foetal cleft of the 
secondary optic vesicle recognized as a 
constant ‘step in that development, its 
location being downward and slightly 
inward, it has been common to think of 
these colobomas as due to incomplete 
closures of the cleft. This explanation 
was quite plausible for typical colo- 
bomas, but did not fit the large number 
called atypical and the explanation that 
sometimes the foetal cleft took other di- 
rections has been quite discredited. 

The cleft admits to the interior of the 
secondary optic vesicle the mesoblastic 
tissue, in which develops the central 
retinal vessels, and the temporary ves- 
sels of the vitreous and vascular capsule 
of the lens. But the cleft normally has 
closed before the iris has begun to push 
out from the ring of mesoblastic tissue 
from which iris and true corneal tissue 
develop. Even when colobomas of iris 
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and choroid are both present and con- 
form to the position of the cleft, there 
is usually no coloboma of the ciliary 
body between them, and the choroidal 
coloboma generally does not extend for- 
ward to the anterior margin of the 
choroid. The few cases of macular colo- 
boma also cannot be considered as in 
any way connected with the cleft of the 
optic vesicle. The few cases of coloboma 
of the optic nerve might, with more 
probability, be thought of as connected 
with incomplete closure of the foetal 
cleft. 

At the Section of Ophthalmology of 
the Royal Society of Medicine, Novem- 
ber 10, 1933, Miss Ida Mann showed six 
cases of coloboma of the iris associated 
with other congenital anomalies that 
seem to throw new light on the origin 
of such congenital defects. In three 
cases the position of the coloboma was 
atypical. In presenting two cases of 
bridge coloboma of the iris to the Oph- 
thalmological Society of the United 
Kingdom, in 1906, Treacher Collins 
pointed out that such defect might de- 
pend on absence of one of the radial 
vessels of the temporary vascular cap- 
sule of the lens; and that such a bridge 
of iris was usually situated where the 
pupillary membrane would be attached 
to the front of the iris. 

In one case shown by Miss Mann 
there was complete coloboma of the iris 
with defect in the suspensory ligament 
of the lens, and lamellar opacity of the 
lens on the anterior and posterior layers 
of the foetal nucleus. There was also a 
row of pigment spots running from 
each opacity to the equator of the lens 
and an attachment of the iris to the lens 
from the anterior surface where the 
pupillary membrane would normally be 
attached. Miss Mann pointed out: 

“(1) The persisting vessel can occur 
in any situation round the equator of 
the lens. (2) There is always a gap or 
notch in either the ectodermal or the 
mesodermal portion, or both, of the iris. 
(3) Evidences of persistent pupillary 
membrane will also be found, either as 
tags from the lesser circle or as pigment 
spots on the anterior lens capsule. (4) 
If the zonule can be seen there will be a 
gap in it. (5) There is usually, but not 


always, a notch in the margin of the 
lens. (6) There is often, but not always, 
an opacity in the lens, localized to the 
region of the coloboma. (7) The persist- . 
ing vessel can sometimes be actually 
seen, but more often it has atrophied 
after having produced the various ab- 
normalities.” 

These suggestions of the connection 
of these associated anomalies with the 
vessels upon which the developing 
structures have to depend, apply for 
atypical colobomas, as well as the typi- 
cal, but do not contradict what may ap- 
ply to the latter. It brings out hypo- 
thetical explanation of colobomas closer 
to the observed facts, without closing 
the door to a still fuller understanding 
of colobomas, when other pertinent and 
suggestive observations are available. 


Edward Jackson. 


SENILITY AND THE EYE 


Just as mysterious and inexorable as 
life itself are some of its individual proc- 
esses. Free will, pious resolutions, or the 
efforts of earnest and well meaning par- 
ents or educators have little part in de- 
termining whether an imbecile child 
can be developed into an adult of nor- 
mal morality or intellect. Whatever 
may be thought of the solubility of the 
general cancer problem, it seems quite 
certain that the occurrence of some 
malignant growths is determined before 
birth by aberration in cell development. 
In a broader sense, the same inevitable 
character is associated with those subtle 
changes which from the very dawn of 
life lead to decline and death. 

The mythical reports of extreme 
longevity in our forbears can hardly be 
supposed to have any foundation in 
fact; and even the occasional news- 
paper reports as to Indians or other 
uneducated persons who have attained 
ages around a hundred and twenty-five 
years must be regarded with a good 
deal of incredulity. While some are dis- 
posed to think that the span of human 
life may be indefinitely prolonged, it is 
much more probable that there is a fair- 


-ly precise average physiologic limit be- 


yond which all the advances of medi- 
cine and hygiene will fail to carry us. 
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William Osler suggested that in pros- 
perity our equanimity was chiefly exer- 
cised in enabling us to bear with com- 
posure the misfortunes of our neigh- 
bors. It is not unusual to feel with re- 
gard to others that old age must be ac- 
cepted as natural and normal, but with 
regard to ourselves either that it may be 
postponed indefinitely or that it is a 
bitter fate which we are called upon to 
lament and resist. 

It is the part of common sense, and 
one of the rewards of the biologic view- 
point, to acquiesce in the inevitable, to 
“seize the passing moments as they fly,” 
and to spend as little time and energy 
as possible in emulating a certain 
notorious advocate of gland trans- 
plantation whose progress toward se- 
nility is perhaps most clearly indicated 
by his amatory episodes. 

Senility and death begin at birth, or 
rather in the early stages of embryonic 
development. The vascular system, 
which has so obvious a share in the 
aging process, is constantly in course of 
modification, and each step in such 
modification may logically be consid- 
ered as a move in the inevitable march 
from conception toward death. 

Oliver Wendell Holmes’s imaginary 
“one-hoss shay,” so well made in all 
its parts, fell to pieces “all together and 
nothing first;” but such unanimity in 
disintegration is never encountered in 
the human organism. Every corpse is 
buried with many parts apparently little 
the worse for wear. Such a waste of 
good material, because the arteries of 
the brain, or the blood supply of the 
heart, or the resistance of the lungs to 
infection would hold out no longer! 

The tissues of the eye illustrate beau- 
tifully this tendency to unequal aging 
as between different parts of the body. 
Use of the slitlamp has demonstrated 
that the first traces of the change which 
we know as “senile arc of the cornea” 
are to be found in the years of adoles- 
cence. But the development of arcus 
senilis in one eye may considerably an- 
tedate that in the opposite eye. 

The extent to which changes com- 
monly regarded as senile are really due 
to infection or other extraneous in- 
fluence may often be in doubt. Thus de- 


generation of the arterial system is in 
many cases clearly associated with 
syphilis, tuberculosis, or alcoholism, or 
is at least aggravated by infection. On 
the other hand there are cases of vas- 
cular disease for which no satisfactory 
cause can be assigned, especially the 
condition which is commonly referred 
to as “essential hypertension.” 

It is well understood that vascular 
hypertension, with sclerosis and in- 
elasticity of the vessel walls, may affect 
one part of the body in measure beyond 
that found elsewhere. Thus the brain 
or the heart may be the seat of predilec- 
tion. If evidences of advanced change 
are found in the retinal circulation, it 
is correct to assume that the brain is 
in danger of a catastrophe, although 
it is not entirely permissible to accept 
absence of retinal arteriosclerosis as 
proving that the cerebral circulation is 
sound. 

In analogy with these inequalities of 
circulatory change we may think of the 
lens changes commonly regarded as 
more or less dependent upon senility. In 
minor degree such changes may as a 
matter of fact be found in a large pro- 
portion of elderly subjects who will 
never suffer important loss of visual 
acuity. We are reminded by Schieck 
(Miinchener medizinische Wochen- 
schrift, 1934, eighty-first year, page 85) 
that the slitlamp has disclosed the pres- 
ence of some departures from normal 
structure in most human lenses by the 
age of forty years; and in twenty-five 
percent of all cases Vogt found after the 
age of twenty years a peculiar opacity 
which he calls “coronary cataract.” 

The development of presbyopia, or- 
dinarily thought of as a senile process, 
takes origin in the very nature of the 
growth of the crystalline lens from fetal 
life onward. The part of the lens first 
laid down is less accessible to the nu- 
trient fluids of the eye and is therefore 
more subject to degenerative change. 
Judged by his range of accommodation 
from year to year, the child shows 
steady progress toward senility. 

In certain families the tendency to 
premature senility of special structures 
is hereditary. Loss or premature gray- 
ing of the hair is an excellent example 
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of this, although not associated with re- 
duced expectation of longevity. In like 
fashion premature inelasticity of the 
crystalline lens (another epidermal ap- 
pendage) may be an isolated peculiarity 
of families or individuals, and may not 
justify a bad prognosis as to ocular or 
general health. 

It is possible that essential vascular 
hypertension will ultimately be ac- 
cepted as representing hereditary pre- 
disposition to senescence of the vascu- 
lar system—a predisposition estab- 
lished long before birth and therefore 
in no significant degree susceptible to 
prevention or treatment. 

As favoring perhaps the more op- 
timistic belief that many of the so- 
called senile changes are to be classed 
among diseases as distinguished from 
degenerations, one may mention the 
fact that some very old people have re- 
markably elastic blood vessels, and that 
even after the age of eighty years the 
cornea may fail to show an arcus senilis. 


W. H. Crisp. 


RADIANT ENERGY IN OPH- 
THALMIC THERAPY 


Elsewhere in this issue of the Journal 
appears a review of Mr. Frank Law’s 
monograph on the subject of radiant 
energy in ophthalmology (p. 547). It is 
a report of clinical experience and is 
highly interesting and instructive. De- 
ductions from therapeutic results are 
for many reasons often fallacious; 
chiefly because of the unknown factors 
in each case working for or against re- 
covery and secondarily because of the 
prejudice of the best intentioned ob- 
server. On the other hand equally inac- 
curate are the so-called scientific lab- 
oratory tests because they often fail to 
imitate clinical conditions accurately. 
Given the choice between the two there 
is little doubt that the practitioner 
would prefer to rely on the opinion of 
his clinical confrére than on that of the 
laboratory technician. Hence the prac- 
ticing ophthalmologist will read this re- 
vort with particular interest as it will 
indicate what he may expect in cases 
of his own in which he contemplates the 
use of some form of radiant energy. 


In discussing ultraviolet light, the au- 
thor believes that local therapy is more 
important than general therapy though 
the latter has its place; a point of view 
now usually accepted. In treatment of 
corneal ulcers (except Mooren’s) super- 
ficial keratitis (especially neuropara- 
lytic and phlyctenular) recurrent abra- 
sions and conjunctivitis his experiences 
confirm the good reports of other writ- 
ers. Irradiation to reduce established 
scars is useless. 

An interesting quotation referring to 
ultraviolet light is “. . . in local therapy 
we have more than an adjunct to rou- 
tine ophthalmic treatments, in selected 
cases it is the treatment of choice; and 
in many cases results of its use are dra- 
matic.” Its use is particularly indicated 
in persistent superficial lesions and in 
these indeed the results are often “dra- 
matic” where multiple types of treat- 
ment have proved ineffectual. 

The field for ultraviolet therapy is 
limited but as the clinician’s experience 
in the use of this form of treatment in- 
creases he becomes more convinced of 
its value for selected cases. In therapeu- 
tic doses it is a stimulant, not a bacteri- 
cide so nothing can be expected in in- 
fected ulcers and similar lesions, unless 
other therapy is added ; nor does it have 
proved value in deep lesions because 
penetration in suitable dosage is lim- 
ited. These and other facts must be 
known by those who would have suc- 
cess with this form of energy, but when 
these limitations have once _ been 
learned the good results will prove sur- 
prisingly numerous. 

When considering a new therapy one 
should not be discouraged by unfavor- 
able laboratory reports because the 
laboratory doesn’t represent life and a 
rabbit isn’t a patient. If one really wants 
truly to evaluate a treatment let him try 
its effect on actual cases. 

During seve’ vears radium had been 
used in about one hundred cases; of 
these, forty-nine were cases of vernal 
catarrh, eight of Mooren’s ulcer, twenty 
of external malignant growths. The ver- 
nal cases were rather helped than 
cured; the Mooren’s ulcers were “im- 
proved” and the treatment of the super- 
ficial malignancies was in general satis- 
factory. 
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“Infrared radiation serves no thera- 
peutic purpose in ophthalmic dis- 
orders.” So writes the author. The 
writer would agree if infrared is con- 
sidered as a specific ray but as a means 
of carrying heat to the eye it is certainly 
a most satisfactory method and often is 
very valuable in relieving deep aching. 

Lawrence T. Post. 


BOOK NOTICES 


External diseases of the eye. By Donald 
T. Atkinson, M.D. 704 pages. 479 
engravings. Published by Lea and 
Febiger, Philadelphia, 1934. Cloth. 
Price $7.50. 


The author states in his introduction 
that he decided to write this book 
primarily because no work of a similar 
nature had appeared recently in the 
English language and secondly because 
diseases of the anterior segment are 
more frequently seen than others and 
can be diagnosed without expensive in- 
struments which are difficult to handle. 

The illustrations are mostly photo- 
graphs of actual cases though there are 
many of wax models constructed by the 
author. The illustrations are unusual 
and excellent, their clarity being helped 
by the good quality of paper used in the 
book. 

Chapter I is devoted to historical 
matters; Chapter II to diseases of the 
eyelids; the last forty-two pages to 
surgery. Chapter III describes diseases 
of the lacrimal apparatus and IV the 
diseases of the orbit. Chapter V is of 
conjunctival conditions and VI corneal; 
VII scleral; VIII iritic. Chapter IX is 
devoted to the ciliary body; X to glau- 
coma; XI to the lens; XII to the extra- 
ocular muscles; XIII to hygiene; XIV 
to history taking and case records, and 
XV to remedies used in external dis- 
eases. 

Many of the recent advances in oph- 
thalmology are included in the text. 
Most of the subjects included are well 
covered. A possible criticism is that the 
variety of therapy suggested is occa- 
sionally too limited and some important 
methods of treatment have been 
omitted. There is a good index. 

It is very difficult to evaluate a new 
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text book but apparently Dr. Atkinson 

has added a volume of real merit. The 

book is beautifully bound and printed. 
Lawrence T. Post. 


Thérapeutique homceopathique en oph- 
thalmologie (Homeopathic thera- 
peutics in ophthalmology). By D. 
Parenteau. 350 pages, no illustra- 
tions, paper covers, price 40 francs. 
1934, G. Doin and Cie, Paris. 


A book of this character startles the 
reviewer by its very existence. Evident- 
ly the Ark is not so very far behind us. 
What could be said favorably of a 
volume which undertakes to expound 
the indications and “modalities” of 
atropin sulphate as a treatment for 
chronic simple glaucoma, and pretends 
to recite cases of this disease which 
were cured by use of the mydriatic? 
When the author employs salicylate of 
eserin to reduce tension, he does so in 
the strength of one part of the eserin 
salt to ten or twenty thousand parts of 
distilled water. Under interstitial kera- 
titis the use of atropin is not mentioned 
at all. Another drug used for simple 
glaucoma is cocaine. Cataract is re- 
peatedly cured with magnesia, secale, 
bryony; atropin sulphate “in high dilu- 
tions” is to be used for corneal ulcera- 
tion accompanied by hypertension. 
Dacryocele is cured with lachesis, 
silicea, corrosive sublimate, and gold, of 
course in extreme dilutions. 


W. H. Crisp. 


Studies in ophthalmic science in honor 
of William Holland Wilmer. Oc- 
tavo, 224 pages, illustrated. Chi- 
cago. Archives of Ophthalmology, 
1934. (See also Amer. Jour. Ophth., 
v. 17, no. 5, p. 447.) 

This beautiful volume represents the 
wide scope and unity of ophthalmology 
today. It has been planned and written 
by the pupils, associates and friends of 
Dr. Wilmer. Its appropriate frontis- 
piece is a photographic reproduction of 
his portrait, painted three years ago. 
The studies begin with those of Adler, 
of Philadelphia, on Physiology of Vis- 
ual Acuity, and H. Barkan, of San 
Francisco, Glioma Treated by Radium. 
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Probably the idea of such a volume 
originated with pupils and close asso- 
ciates of Dr. Wilmer, but there is no 
indication of who should have credit 
for this service. There is but one article 
from Baltimore, written by an old 
friend. The wider circle of friends is 
represented by articles contributed to 
the volume by residents of other prin- 
cipal medical centers of America and 
Europe. They include Sir Stewart and 


,Lady Duke-Elder and Miss Ida Mann 


of London, Emile de Grosz of Budapest, 
Van der Hoeve of Leyden, Elschnig of 
Prague, Igersheimer of Frankfort, 
Lindner of Vienna and Magitot of 
Paris. 

The “Foreword” gives a very brief 
account of the life and achievements of 
Dr. Wilmer. There are & illustrations, 
mostly of pathologic conditions, and 
three of them in colors. These papers 
were originally published in the Janu- 
ary number of the Archives of Ophthal- 
mology, which thus became a “Fest- 
schrift,” but it is appropriate and con- 
venient, to have them thus included in 
a substantial and handsome volume. 

Edward Jackson. 


Transactions of the American Academy 
of Ophthalmology and Oto-Laryn- 
gology. 619 pages. 103 illustrations. 
Douglas Printing Company, Oma- 
ha, 1933. 

The value of the published transac- 
tions of any society depends largely on 
the scientific material presented at the 
meeting plus the list of members and 
the record of the activities of the so- 
ciety. The volume for 1933 of the 
American Academy of Ophthalmology 
and Oto-Laryngology is a fit com- 
panion for its predecessors. It is dedi- 
cated to Dr. Walter B. Lancaster, an 
excellent likeness of whom appears in 
the front of the book. Major General 
Robert U. Patterson was guest of honor 
and his interesting address on ophthal- 
mology in Military Service is included. 

Some of the newer suggestions in 
ophthalmic surgery are outlined by Dr. 
John M. Wheeler. A look into the future 
is always interesting and no one is bet- 


ter qualified to evaluate surgical pos- 
sibilities than Dr. Wheeler. 

The scientific program was an un- 
usually good one. To discuss all the sub- 
jects considered would be impossible. 
One of the outstanding papers was that 
by Dr. William C. Finnoff and Edna M. 
Reynolds on “Spread of tuberculosis in 
the eye.” 

The illustrations throughout the text 
are excellent; for special mention, the 
fine reproductions of Dr. Bedell’s an- 
terior segment photographs, should be 
cited. 

2064 names were carried on the mem- 
bership roll on September 1, 1933. 
Thirty-one deaths occurred during the 
preceding year. 

Of the committee reports, perhaps 
the most interesting is that on investi- 
gating the treatment for incipient cata- 
ract. The findings fall short of the al- 
most universal opinion of ophthalmolo- 
gists that medicinal treatment is value- 
less in clearing opacities. To state that 
the personal investigation by the com- 
mittee and a study of the literature 
failed to indicate that there is any sci- 
entific proof that medical treatment of 
lenticular opacities will cause an entire 
restoration of the normal transparency 
of the lens once opacities have appeared 
is far from the convincing statement 
that ophthalmologists would like to re- 
fer to patients who describe the medic- 
inal treatment which they say some one 
else has used successfully on their 
friends. There is a veiled implication in 
the report that medical treatment may 
cause at least partial absorption of cata- 
racts. 

The Editors are to be congratulated 
on this volume and especially the Edi- 
tor in Chief, for combining so success- 
fully the sections prepared by the As- 
sistant Editors. 

Lawrence T. Post. 


Ophthalmological Society of Egypt. 
Bulletin of 1933 Meeting. Volume 
26. Paper, 286 pages. Published by 

the Society, Cairo, 1933. 
This volume deserves a place in every 
ophthalmological library in the world. 
Except four papers in French, and a 
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single brief paper in Arabic, this volume 
is all published in English. It contains 
a report from the committee which has 
been working to prepare Arabic equiva- 
lents for common English ophthalmic 
terms. This report gives 17 pages, carry- 
ing forward the work from “cornea, 
nerves of” to “Fergus’ trephining for 
glaucoma.” This is a practical move- 
ment of the ancient languages of the 
East to adapt themselves to the require- 
ments of modern western science. 

The international interest in ophthal- 
mology is shown in its list of honorary 
members — “Ophthalmologists distin- 
guished either by their work, or by the 
interest they have shown in the So- 
ciety.” The list numbers 21, and shows 
four from England, four from Paris, 
two each from Athens, Naples and 
Philadelphia, and one famous ophthal- 
mologist each from Vienna, Heidelberg, 
Prague, Leiden, Budapest, and Bom- 
bay. The general members number 176, 
drawn from Egypt with fifteen million 
inhabitants, as many as the American 
Ophthalmological Society has gathered 
from a population of one hundred and 
twenty millions. 

Of the 35 subjects of communications 
to the Society, 5 refer to operations, in- 
cluding plastic operations on the lower 
lid, cataract extraction with a conjunc- 
tival bridge, and a‘ review of recent 
operative treatment for detachment of 
the retina. Among the six papers on 
conjunctival disease is one by Dr. Olit- 
sky from the Rockefeller Institute, on 
spontaneous folliculosis of monkeys, 
one on clinical aspects of trachoma, 
and four on histopathology, from the 
Giza Laboratory. 

A paper on pituitary tumors, refer- 
ring to five cases, with fields and the 
pathological specimens from one of 
them ; and the analysis of forty cases of 
proptosis, indicates the ‘rich clinical 
field in which the members of the So- 
ciety are working. There are also re- 
ports on the ocular complications of 
smallpox and measles. General thera- 
peutics are represented by a paper on 
milk injections, taking up indications, 
contra-indications and dosage. There 
are numerous illustrations, chiefly 


photographs of cases, pathological 
specimens and tissue sections. The one 
color plate shows a case of naevo-car- 
cinoma of the conjunctiva. 

Most of the back numbers of this Bul- 
letin can be obtained from the Director 
of the Ophthalmic Hospitals, Dawawin 
P. O., Cairo, Egypt. 

Edward Jackson. 


Blindness and the Blind in the United 
States. By Harry Best, Ph.D., 
LL.B. Octavo, 734 pages, 1934. The 
Macmillan Co., New York. (See 
also Amer. Jour. Ophth., v. 17, no. 
4, p. 360.) 

A certain automobile was advertised 
with the claim, when a better automo- 
bile is made we will make it. For fifteen 
years “The Blind” by Dr. Best has been 
the most complete work on the subject, 
in any language. This new, book will 
continue his leadership in this depart- 
ment of literature. It might be consid- 
ered a new edition and has the advan- 
tage of a second edition correcting er- 
ors found in its predecessor. But since 
1919 the development in knowledge of 
blindness, what should be done to pre- 
vent it, and what can be done to help 
the blind, have gone on so rapidly, that 
this book has much the value of a new 
treatise on the subject. Its text has been 
increased only about 80 per cent; but 
the new knowledge of the subject 
doubles its value. 

This account of blindness will be fully 
appreciated by those who found the 
earlier book most serviceable. It has 
been revised as well as extended. Its full 
index gives it great value as_a work of 
reference for any who wish to study the 
varieties and causes of blindness or the 
needs, capacities, resources, or work of 
the blind. For the eye physician it must 
enlarge his sense of his responsibilities 
to his patients and his service to society 
in prevention of blindness and in 
spreading information in the commu- 
nity. A general understanding of the 
blind and the work they can do, has 
been sadly lacking. 

The fifty-five chapters of this book 
are grouped in seven parts, the headings 
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of which give some idea of its broad 
scope. After a “Foreword” and “Intro- 
duction,” Part I, Blindness and possi- 
bilities of its prevention, 162 pages, 
grapples with the newest and most im- 
portant phase of the subject. Part II, 
General condition of the blind, 134 
pages, includes many tables showing 
numbers, sex, race, ages, general con- 
ditions, extent of education, and chap- 
ters on economic conditions and legal 
treatment of the blind. Part III, 104 
pages, Provision for education of blind 
children, takes up education in common 
schools, institutions, higher education 
and cost to the state. Part IV, Intel- 
lectual provision for adult blind, 56 
pages, considers raised print, publica- 
tions, libraries, and home teaching for 
the blind. Part V, 152 pages, Material 
provision for the blind, deals with 
homes for adults and children, indus- 
trial establishments, workshops, possi- 
ble employment, pensions for the blind 
and indemnities for loss of sight. Part 
VI, 30 pages on Organizations inter- 
ested in the blind, takes up private as- 
sociations and public commissions. Part 
VII, 30 pages, states conclusions, with 
respect to work for the blind in the 
United States. There are four appen- 
dices, 34 pages giving tables; and one 
showing alphabets, in raised print, 
which are used by the blind. 

The Table of Contents shows the 
wide range of matter brought together 
in this book. The index of ten double- 
column pages renders accessible the 
text relaiing to any single part of the 
subject, in which the reader may be at 
the time interested. The real greatness 
of this book appears only when one 
studies the notes in fine print, referring 
to the literature of each topic. These are 
placed at the foot of almost every page, 
and at the end of each chapter. Thus, in 
the chapter on Blindness and disease, 
there are 16 notes at the foot of the 
pages referring to ophthalmia neona- 
torum; and at the end of the chapter 
over 300 notes occupying almost 3 
pages of fine print, referring to various 
causes of blindness. 

The great collection of references to 
the literature, regarding blindness and 
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the blind, might give the impression 
that this book portrayed the subject 
from the academic side; but this is not 
the case. Its author, the son of a country 
doctor, went from working in a New 
York Settlement House to teaching So- 
ciology in the University of Kentucky. 
He made his first contacts with the 
handicapped, as teacher in a school for 
the deaf. He has a vivid understanding 
of the practical needs and difficulties of 
the blind. This makes him a real inter- 
preter of their conditions and life in- 
terests, to his seeing readers. His prac- 
tical judgment is shown by the empha- 
sis he places on the prevention of blind- 
ness. His chapter on “The definitions of 
blindness,” gives the difficulties that 
surround an attempt to define it, and 
brings together a collection of the 
widely distributed attempts to secure 
definite, accurate, and serviceable defini- 
tions. Every ophthalmologist should 
have this book, and should study it, if 
he would be a real counsellor of his pa- 
tients, and teacher of his profession and 
the community. Edward Jackson. 


Ultra-violet therapy in eye disease 
with a review of the action of other 
forms of radiant energy. By Frank 
W. Law, M.A., M.D., B.Chir., 
F.R.C.S. 78 pages. Cardboard cov- 
ers. John Murray, Albemarle St., 
London, W. 1934. Price 5 shillings. 


This clinical report is a valuable ad- 
dition to the literature on the thera- 
peutics of radiant energy. The first 
forty-four pages are devoted to ultra- 
violet therapy, the next ten to radium, 
eight to x-rays and four to infrared. A 
short foreword by Sir Stewart Duke- 
Elder stresses the value of such a cliui- 
cal report as this. 

Regarding ultraviolet rays the author 
concludes that general phototherapy 
has less value in ophthalmology than 
previous writers suggest but is a useful 
adjunct to treatment, especially in such 
cases as phlyctenular blepharitis and 
some forms of iridocyclitis. One diffi- 
culty is the uncertainty as to which 
cases will respond. 

Local phototherapy on the other 
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hand “is of the utmost value in the treat- 
ment of all kinds of superficial lesions 
of the eye; in deeper lesions action is 
less certain ... it has no effect whatever 
on nebulae, nor does it appear to have 
any considerable bactericidal action 
upon the conjunctiva. Its effect appears 
good in tuberculous iritis.” 

X-rays are found to be of value in a 
considerable number of conditions 
listed by the author but infrared rays 
are regarded as serving no therapeutic 
purpose in ophthalmic disorders. 

The author concludes that the claims 
made for the therapeutic value of ra- 
dium in ophthalmic conditions, espe- 
cially in America, are too diverse and 
too enthusiastic. 

Lawrence T. Post. 


CORRESPONDENCE 


Advisory Board for Medical 
Specialties 


In order to elevate the standards of 
ophthalmology, to improve the effi- 
ciency of those claiming in their prac- 
tice to be ophthalmologists and to 
standardize the training of eye special- 
ists, the American Board for Ophthal- 
mic Examinations was formed in 1915. 
It was the outgrowth of considerable 
study of committees named by the 
American Ophthalmological Society, 
the Section of Ophthalmology of the 
American Medical Association and the 
American Academy of Ophthalmology 
and Oto-Laryngology. This Board is 
the pioneer among the special boards to 
be formed. It consists of nine members, 
three from each of the component so- 
cieties. Its members are chosen in the 
same manner as the presiding officers 
of the national societies and members 
can serve for no more than six years 
continuously. The Board’s name was 
changed in 1933 to American Board of 
Ophthalmology to conform with the 
names of the other boards existing at 
that time. The other specialties which 
have already established boards are oto- 
laryngology, obstetrics and gynecology, 
dermatology, pediatrics. There is now 
under consideration the formation of 
boards in radiology, orthopedics, anes- 
thesia, urology, etc. 


In 1932 there was organized an Ad- 
visory Board for Medical Specialties 
whose purpose is to coordinate and co- 
operate with the various official groups 
interested in postgraduate education of 
specialists and to bring about a stand- 
ardization of methods and requirements 
for the certification of specialists. This 
Advisory Board is composed of repre- 
sentatives from the following organiza- 
tions: The American Hospital Associa- 
tion; the Association of American 
Medical Colleges, the Federation of 
State Medical Boards of the United 
States, the National Board of Medical 
Examiners, the American Board of 
Ophthalmology, the American Board of 
Oto-Laryngology, the American Board 
of Obstetrics and Gynecology, the 
American Board of Dermatology and 
Syphilology, and the American Board 
of Pediatrics. Examining boards in 
other specialties will be eligible to rep- 
resentation when they meet certain re- 
quirements. 

The officers, elected in February, 
1934, at Chicago, are as follows: Presi- 
dent, Dr. Louis B. Wilson, Rochester, 
Minnesota; Vice-President, Dr. J. S. 
Rodman, Philadelphia; Secretary and 
Treasurer, Dr. Paul Titus, Pittsburgh; 
Executive Committee: Dr. Wm. P. 
Wherry, Omaha, and Dr. Walter B. 
Lancaster, Boston. 

One of the aims of this Advisory 
Board is to act in an advisory capacity 
on undergraduate education as well as 
graduate instruction in the various 
specialties represented; also it will as- 
sist the Council on Medical Education 
and Hospitals in investigating and list- 
ing postgraduate facilities in America 
and to some degree abroad; it should 
thus be an important influence in effect- 
ing general elevation of the standards 
of training and practice of the various 
specialties. 

It has been seriously suggested that 
the time will come when the various 
states will license physicians to practice 
as specialists and that the certificates of 
the various boards will be the basis of 
such licensure. One Canadian Province 
has already instituted licensure of all its 
specialists. 

It is intended that this Advisory 
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Board for Medical Specialties will co- 
operate with the Council on Medical 
Education and Hospitals of the Ameri- 
can Medical Association. The next edi- 
tion of the Directory of the American 
Medical Association has been designed 
to publish information about all accept- 
ed special boards and will list conspicu- 
ously in this directory the names of 
those specialists who have been found 
to be competent and who have received 
the certificate of such special boards. 
There are plans under advisement for a 
directory of all certificated persons and 
this directory will also list postgraduate 
training facilities, residencies, intern- 
ships, etc., in the various specialties as 
well as the general qualifications for 
certification. 

A meeting of the Advisory Board will 
be held at Cleveland on Sunday, June 
10, 1934, immediately prior to the an- 
nual meeting of the American Medical 
Association. 


William H. Wilder, M.D. 
Secretary, 
American Board of Ophthalmology. 


Bridle sutures in cataract extraction 


To the Editor: 

In the January number of the Ameri- 
can Journal of Ophthalmology I read a 
note on the “Cataract Incision,” with 
intense interest; in particular the part 
regarding “the tendency to push the 
eye around by the forward thrust.” This 
leads me to call attention to something 
which I reported to the New England 
Ophthalmological Society about six 
months ago, and which I have been us- 
ing now for about a year with a great 
deal of comfort. 

I commonly use a superior rectus 
bridle suture, held tense with a hemo- 
stat snapped to the head cap. With this 
I use an external rectus bridle suture, 
which is held tense by my assistant 
during the section. Some of my con- 
fréres’ say they can use the external 
rectus stitch alone, without the superior 
rectus suture. I find the eye does not 
roll and that no forceps are needed at 
all, and that my attention is wholly 
concentrated on the section, and “noth- 
ing else intrudes upon the operator’s 
mind.” W. Holbrook Lowell. 
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ABSTRACT DEPARTMENT 


EpItep By Dr. WILLIAM H. Crisp 


Abstracts are classified under the divisions listed below, which broadly correspond to 
those formerly used in the Ophthalmic Year Book. It must be remembered that any given 
paper may belong to several divisions of ophthalmology, although here it is only men- 
tioned in one. Not all of the headings will necessarily be found in any one issue of the 


Journal. 


CLASSIFICATION 


. General methods of diagnosis 

. Therapeutics and operations 

. Physiologic optics, refraction, and color 
vision 

Ocular movements 

. Conjunctiva 

. Cornea and sclera 

Uveal tract, sympathetic disease, and 
aqueous humor 

. Glaucoma and ocular tension 

. Crystalline lens 


10. Retina and vitreous 

11. Optic nerve and toxic amblyopias 

12. Visual tracts and centers 

13. Eyeball and orbit 

14. Eyelids and lacrimal apparatus 

15. Tumors 

16. Injuries 

17. Systemic diseases and parasites 

18. Hygiene, sociology, education, and his- 
tory 

19. Anatomy and embryology 


1. GENERAL METHODS OF 
DIAGNOSIS 


Abramovicz, I. Collargol in biomi- 
croscopy of the cornea. Klinika Oczna, 
1933, v. 11, pt. 4, p. 438. 

The author recommends instillation 
of 5 percent collargol into the con- 
junctival sac immediately preceding a 
slitlamp examination. The stain held by 
the film of tears on the cornea serves 
as a yellow light filter. The anterior 
surface of the cornea has a bluish-green 
color and the optical section represent- 
ing the corneal stroma has a brownish- 
green tint. This coloring accentuates 
the fine changes in the iris and cornea. 

Ray K. Daily. 


Bock, J. Investigation of the anterior 
segment of the eye with the fluores- 
cence microscope. Zeit. f. Augenh., 
1934, v. 82, Feb., p. 269. 

Unstained paraffin and frozen sec- 
tions of normal human bulbi which had 
been fixed in formalin were studied 
with a fluorescence microscope. The 
slides are illuminated with ultraviolet 
light but the microscope itself does not 
differ optically from those ordinarily 
used. The cornea is primarily fluores- 
cent and most of this quality must be 
ascribed to Descemet’s membrane. The 
sclera is exceptionally fluorescent to 


a degree that has not been described 


by others. Melanin does not fluoresce, 
but the lipofuscin of muscular activity 
does so to a great degree, which makes 
differentiation of these pigments very 
simple. F. H. Haessler. 


Foster, John. A transparent protrac- 
tor for scotometers. Brit. Jour. Ophth., 
1934, v. 18, Feb., p. 98. 


The author has made a protractor out 
of heavy cellophane upon which the 
radii and circles are marked. This is 
placed over a Bjerrum screen. The 
heads of the pins which have been 
placed for outlining scotomata are 
readily observed and can be drawn free- 
hand. Illumination is best coming from 
above and behind the observer. 

D. F. Harbridge. 


Masson, C. B. The disturbances in 
vision and in visual fields after ventric- 
ulography. Bull. Neurol. Institute of 
New York, 1933, v. 3, June, p. 190. 


The author studied one hundred con- 
secutive cases. Six cases of temporary 
blindness occurred. Three of the 
patients had normal fundi: in the others 
there was papilledema of two to four 
diopters. The pressure of the fluid in 
the ventricles ranged from 160 to 220 
mm. One patient had marked reduction 
in visual acuity before ventriculography 
was done: In the other five vision was 
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normal or only slightly reduced. Two 
of the patients had marked visual field 
defects before the procedure. Three 
cases showed increased intracranial 
pressure. In two patients the loss of 
vision occurred during the manipula- 
tions incident to introduction of air, and 
in the other four vision began to fail 
from two to sixteen hours later. Four 
were operated on during the blind 
period, and in them the loss of sight 
averaged forty-five hours. In the two 
not operated on, the blind period lasted 
about twenty-three hours. All regained 
the visual acuity which they had had 
before the manipulation. No satisfac- 
tory explanation for this complication 
is found. M. E. Marcove. 


Mayer, L. L. A visual field slate. 
Trans. Sec. on Ophth., Amer. Med. As- 
soc., 1933, p. 295. 


To obviate the necessity of an assist- 
ant in recording visual fields, the author 
has devised a slate, ten and one-fourth 
inches square, on each side of which 
a copy of the usual perimetry record 
twice the usual size is reproduced. The 
meridian lines and circles are marked 
on the slate in luminous paint. The ex- 
aminer records the field measurements 
in white or colored chalk, and later may 
transfer the data to a permanent record. 
The slate is made by Modern Pattern 
Works, Chicago. (One illustration.) 

George H. Stine. 


Pexiederova, Ruzena. Vital staining 
of the retina of albino rabbits, with try- 
pan blue. Ceskoslovenska Ofthalmolo- 
gie, 1933, v. 1, no. 2, pp. 87-95. 

Trypan blue was injected into the 
vitreous, and the eyes removed at in- 
tervals varying from two hours to 
eighteen days. The vitreous humor, the 
internal limiting membrane, and espe- 
cially Miuller’s fibers stained first. 
Twelve hours after the injection Mil- 
ler’s fibers again become colorless. 
The number of the blue-stained cells in 
the outer nuclear layer of the retina had 
increased, and such cells were found 
also in the inner nuclear layer. The 
ganglion cells remained colorless. In 
the following days cells which typical- 
ly absorbed the granules of trypan blue 


(histiocytes) appeared in the vitreous, 
the internal limiting membrane, the ret- 
ina, and the nuclear layer. A long time 
after the injection degeneration of all 
retinal layers takes place. In this stage 
infiltration by typical histiocytes is to 
be found in all retinal layers as well 
as in the vitreous humor and even in 
the choroid. G. D. Theobald. 


2. THERAPEUTICS AND 
OPERATIONS 

Alexseev, H. Diathermy in ophthal- 
mology. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 1, p. 18. 

The article contains a detailed report 
of eight cases of vitreous and corneal 
opacities improved by treatment with 
diathermy, and six cases (angioma, 
chalazion, trachoma) successfully 
treated with surgical diathermy. 

Ray K. Daily. 


Cepero, G., and Comas, C. The pres- 
ent status of surgical diathermy in oph- 
thalmology. Rev. Cubana de Oto-Neu- 
ro-Oft., 1933, v. 2, Sept.-Oct., p. 251. 

The fundamentals of medical and 
surgical diathermy and the extensive 
uses which are and can be made of it 
in ophthalmology are reviewed. 

M. Davidson. 


Cepero, G., and Comas, C. Our two 
and a half years’ experience with medi- 
cal diathermy in ophthalmology. Rev. 
Cubana Oto-Neuro-Oft., 1933, v. 2, 
Nov.-Dec., p. 295. 

Among the 210 cases treated, for a 
wide variety of conditions, the duration 
of treatment has been reduced to one- 
half in many cases in which diathermy 
acted like a specific. .M. Davidson. 


Filatov, V. New methods of dealing 
with expulsive hemorrhages. Sovietskii 
Viestnik Opht., 1933, v. 3, pt. 1, p. 3. 

Considering a suprachoroidal hemor- 
rhage the basis of expulsive hemor- 
rhages the author believes that an im- 
mediate trephine opening in the sclera, 
providing an external exit for the blood, 
can check the expulsion of the intra- 
ocular tissues and save the eyeball. The 
scleral opening should be behind the 
ora serrata, as close to the equator as 
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possible. In two cases of expulsive hem- 
orrhage complicating cataract extrac- 
tion this procedure checked the hemor- 
hages. The final result was atrophy of 
the globe. Ray K. Daily. 


Katz, P. A. Triades and ionization in 
ocular physiotherapy. Sovietskii Viest- 
nik Opht., 1933, v. 3, pt. 3, p. 261. 

A combination of thermophore, cata- 
phoresis, and radiophore is recom- 
mended in optic atrophy and also for 
inflammatory conditions. For glauco- 
matous optic atrophy the author sub- 
stitutes the vibrator for the thermo- 
phore. For inflammatory conditions of 
the anterior segment of the eyeball and 
for juvenile glaucoma the author uses 
calcium ionization. Ray K. Daily. 


Knapp, Paul. To the question of in- 
jurious effects of diocaine. Klin. M. f. 
Augenh., 1934, v. 92, Feb., p. 230. 


Knapp gives a synopsis of experi- 
ences with diocaine as anesthetic, 
which were in general favorable, where- 
as Ammann, Feilchenfeld and Vogt 
have reported injurious effects. 

C. Zimmermann. 


Lipkin, I., and Spaskii, B. The 
therapeutic application of colloidal so- 
lutions. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 1, p. 25. 


The authors contend that Besredka’s 
antivirus has no specific effect, and acts 
as a colloidal solution which expels the 
virus from the diseased cells, and by 
combining with healthy cells makes 
them impermeable to the virus. The au- 
thors used repeated instillations of a 
three percent aqueous solution of India 
ink in ten cases of serpiginous ulcer 
and four cases of conjunctivitis. De- 
tailed reports of these cases show the ef- 
fectiveness of the treatment. 


Ray K. Daily. 


Pankov, K. Therapy of bacterial dis- 
eases of the external portion of the 
eye. Sovietskii Viestnik Opht., 1933, v. 
3, pt. 4, p. 385. 

The author finds rivanol a most valu- 
able theurapeutic agent, superior to all 
other medicaments for inflammatory 


conditions of the conjunctival sac. 
Ray K. Daily. 
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Riechert, T. A needleholder for Toti’s 
operation. Klin. M. f. Augenh., 1934, 
v. 92, Feb., p. 233. (IIl.) 


The tip of the needleholder, which is 
illustrated, is bent at a right angle. It is 
also applicable in cases in which other 
models fail on account of the shape and 
depth of the wound canal. 

C. Zimmermann. 


Shereshevskaia, L. Diathermy in ocu- 
lar diseases. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 1, p. 14. 

A diathermic current of 0.2 to 0.4 
amperes was passed through the eye- 
ball for five to ten minutes by apply- 
ing to the eyeball a glass electrode filled 
with saline solution, and fastening the 
other electrode to the occiput. This 
treatment was followed by improve- 
ment in three of five cases of intract- 
able blepharo-conjunctivitis, was in- 
effective in two cases of dendritic kera- 
titis, was very effective in four cases of 
episcleritis and ten cases of iridocyclitis, 
and hastened absorption of exudate in 


two cases of acute choroiditis. 
Ray K. Daily. 


Tissot-Dauguette. Visual disturb- 
ances after injections of acetylarsan. 
Arch. d’Opht. 1934. v. 51, Jan., p. 17. 


The visual disturbances after admin- 
istration of acetylarsan range from 
functional subjective disturbances to 
complete permanent blindness. Certain 
individuals seem hypersensitive, but it 
is impossible to designate these pa- 
tients before treatment. In practically 
all cases it was considered that the 
toxic effect of the phenylarsenic group 
was the cause, and not an activation of 
the syphilitic process. Patients should 
be selected, the dosage should not be 
too great, and injections should not be 
too frequent. M. F. Weymann. 


3. PHYSIOLOGIC OPTICS, REFRAC- 
TION, AND COLOR VISION 
Adler, F. H. Problems in the physiol- 
ogy of visual acuity. Arch. of Ophth., 
1934, v. 11, Jan., pp. 6-19. 


The functional capacity of the retina 
is discussed under the headings of light 
sense and its modifications, color and 
form sense. The threshold of the light 
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sense, or minimum visible, is influenced 
by aberrations in the ocular refractive 
system and by sensory adaptation. The 
eye perceives about 660 gradations in 
intensity. The color sense permits dis- 
crimination of different spectral wave- 
lengths. The form sense depends upon 
the minimum separable or the ability 
to discriminate two separate points and 
the alining power of the eye or the 
ability to detect a slight change in con- 
tour. The alining power is about four 
times as sensitive as the minimum 
separable. Visual acuity, as determined 
with the Snellen chart, is not only a 
test of these retinal functions, but in- 
volves other physiologic and psycho- 
logic factors such as attention, fixation, 
and familiarity with the test type. 
J. Hewitt Judd. 


Anelli, D. Micropsia in mydriasis. 
Boll. d’Ocul., 1933, v. 12, May, pp. 457- 
473. 


Subjects under atropin mydriasis, 
whether emmetropic or with corrected 
refractive errors, pointed at an object 
inside of its real position when this 
was near their near point. Because a 
very strong accommodative effort was 
necessary to see the object, it was 
judged to be smaller than it was. The 
phenomenon was not present in adre- 
nalin mydriasis. (Bibliography.) 

M. Lombardo. 


Bertotto, E. V. Contact glasses and 
their application. Arch. de Oft. de 
— Aires, 1933, v. 8, Nov., pp. 531- 

8. 


After a short discussion of the his- 
tory and indications of contact glasses, 
a case is reported of a patient with bi- 
lateral keratoconus who has worn con- 
tact glasses for several hours daily with- 
out discomfort, and with considerable 
improvement of vision. 

R. Castroviejo. 


Chapman, V. A. Safety spectacles for 
the color blind. Trans. Sec. on Ophth., 
Amer. Med. Assoc., 1933, p. 301. 

Red-free-filter glass is fitted to the 
upper part of each spectacle lens, so that 
by tilting the head forward and look- 
ing through the upper part of the lenses, 


the color-blind person may be sure of 
the color of traffic lights. Red shows 
black through the filter and the confu- 
sion in deciding whether the traffic sig- 
nal is green or red is avoided. (One il- 
lustration.) George H. Stine. 


Colomba, N. Astigmatic behavior 
during accommodation. Ann. di Ottal., 
1934, v. 62, Feb., p. 132. 


There has been much discussion and 
difference of opinion among ophthal- 
mologists as to neutralization of cor- 
neal astigmatism by partial or segmen- 
tal action of the ciliary muscle. Twen- 
ty-one cases of astigmatism were stu- 
died skiascopically first with the ac- 
commodation at rest, then at a distance 
of 25 cm. The cases selected were those 
having simple and compound hyper- 
metropic and simple and compound my- 
opic astigruatism. In the majority of 
cases spherical accommodation only 
was found, in a few the accommodation 
was asymmetric, but the amount of as- 
tigmatism was not altered. In mixed as- 
tigmatism with a myopic meridian of 
four diopters there was no accommoda- 
tive effort for near vision. (Bibliogra- 
phy.) Park Lewis. 


Dello Ioio, G. Research on the be- 
havior of the focal surface in spherical 
ametropia in relation to the form and 
position of the retinal surface. Ann. di 
Ottal., 1934, v. 62, March, p. 191. 

The author’s examinations were 
made by skiascopy on the horizontal 
meridian from the fortieth degree to the 
maximum angle. Ten highly myopic 
and ten highly hypermetropic subjects 
were investigated. In high myopia the 
refraction of the sagitally incident ob- 
lique rays diminished very gradually 
at the periphery of the dioptric system, 
and in strongly hyperopic eyes the re- 
fraction of these rays was little modi- 
fied; whereas tangentially the aug- 
mentation was marked. The author 
thinks it probable that the retinal sur- 
face of the high myope is paraboloid, 
and that of the hypermetrope spherical. 
(Bibliography and four graphs.) 

Park Lewis. 


Eames, T. H. Improvement in read- 
ing following the correction of the eye 
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defects of nonreaders. Amer. Jour. 
Ophth., 1934, v. 17, April, pp. 324-325. 


Gifford, S. R., and Barth, E. E. Visual 
sensation produced by roentgen and ra- 
dium rays. Arch. of Ophth., 1934, v. 11, 
Jan., pp. 81-91. 

The previous investigations of this 
phenomenon are reviewed. The authors 
give the results of their experiments in 
which dark-adapted observers with 
normal and opaque media were tested. 
Short exposures with small amounts of 
radiation were made through a viewing 
tube fitted with a lead slide in which 
were variously shaped openings of from 
5 to 0.2 mm. The authors conclude that, 
while examination of the vision by 
means of roentgen rays gives some in- 
formation as to the function of the pe- 
ripheral retina in patients with opaque 
media, it does not serve in judging of 
macular function, and in certain pa- 
tients the results are unreliable. The 
sensation is apparently, due to direct 
photochemical effect on the rods. 

J. Hewitt Judd. 


Gradle, H. S. Experimental glasses 
for reducing vision, and for obtaining 
binocular vision in unilateral aphakia. 
Trans. Sec. on Ophth., Amer. Med. As- 
soc., 1933, p. 310. 


Following the experiments of Snell 
the author applies etched glasses in 
squint to reduce the vision of the good 
eye to that of the amblyopic eye, so that 
the vision of the two eyes may be kept 
more uniform. Experiments are also un- 
der way to devise glasses for reducing 
the size of the image of the aphakic eye, 
and for increasing that of the phakic 
eye, in order to promote binocular vi- 
sion in unilateral aphakia. 

George H. Stine. 


Harms, Heinrich. Observations on 
subjective straight forward sight. 
Graefe’s Arch., 1933, v. 131, p. 297. 


The position of images, in respect to 
the conception of our own body in 
space, was designated by G. E. Miller 
as egocentric localization. The system 
of coordinates, upon which rests the 
position in space of images in binocular 
vision, is formed around three chief 


ABSTRACTS 


planes of sensation, median, horizontal, 
and frontal. 

Binocular and monocular sight di- 
rected straight forward was found to 
be displaced toward the right in rela- 
tion to the objective median plane. The 
greater subjective exactitude and objec- 
tive certainty of the right eye straight 
forward in comparison with the left eye 
straight forward was considered to be 
due to dominance of the right eye. The 
influence of psychological factors (at- 
tention, ideas) upon egocentric lo- 
calization is discussed. Tschermak’s 
theory of an indirect sensory function 
or a myosensory tension in the eye 
muscles is quoted as offering the best 
explanation of the processes of egocen- 
tric localization. (This paper is so high- 
ly technical as to preclude satisfactory 
abstracting. ) H. D. Lamb. 


Hudelo, A. Astigmatism after opera- 
tion for chalazion. Arch. d’Opht., 1934, 
v. 51, Jan., p. 33. 

A chalazion was excised through the 
inner surface of the upper lid. Next day 
vision was blurred, and minus one cyl- 
inder at 105° gave normal vision. After 
six days the astigmatism, as measured 
subjectively and by the keratometer, 
had disappeared completely. The as- 
tigmatism is explained by assuming 
that the large amount of novocaine used 
had an anomalous effect on the sym- 
pathetic nerves to produce paresis of 
tonus of the upper lid, lack of support 
by which caused the cornea to assume 
the abnormal curvature. 


M. F. Weymann. 


Jackson, E. Cycloplegia for diagno- 
sis. Arch. of Ophth., 1934, v. 11, Jan., 
pp. 133-140. 


Although cycloplegia adds great cer- 
tainty to the diagnosis of refractive er- 
rors imperfect results are often obtained 
because of failure to recognize the sym- 
metrical and irregular aberrations of 
the dilated pupil and because of lack 
of exact knowledge of the effects of 
cycloplegics and the reactions and re- 
sults that follow their use. Attention is 
called to the proper method of applica- 
tion and the variations between periph- 
eral refraction and that of the central 


or visual zone. The relative strengths 
of cycloplegics are homatropin 1, atro- 
pin 30, and hyoscyamin 75. Skiascopy 
gives a reliable method of determining 
when cycloplegia is complete. 

J. Hewitt Judd. 


Jackson, E. Practical lenses, a trial 
set for school physicians, Trans. Sec. 
on Ophth., Amer. Med. Assoc., 1933, 
p. 147. 


This set is composed of twelve pairs 
of spherical and eight pairs of cylindri- 
cal lenses, with which, in combination, 
any spherical with 0.25 D. intervals to 
6 D., and by 1 D. intervals up to 30 D. 
may be had. Intervals of 0.12 D. are 
eliminated as not useful in any trial 
set. For the cylinders there are 0.25 D. 
intervals to 6 D. and 1 D. intervals to 
9 D. Cross cylinders are a necessary 
part of the set. All lenses are of the 
plano type which allows combination 
without loss of practical accuracy. All 
lenses are thirty-one millimeters in di- 
ameter, and they are used in simple 
steel wire frames. (Discussion.) 

George H. Stine. 


Katznelson, A. The question of he- 
redity in total color blindness. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 4, 
p. 354. 

The article contains a schematic re- 
port of three generations of two fami- 
lies containing numerous members af- 
flicted with color blindness. 

Ray K. Daily. 


Kravkov, S. W. Visual acuity and 
illumination in the discrimination of 
white objects upon a black background. 
Graefe’s Arch., 1933, v. 131, p. 452. 


Visual acuity depends both upon ir- 
radiation and upon differential sensi- 
bility. If corresponding ordinates of the 
curves established by Houstoun for dif- 
ferential sensibility and of the values 
determined by Kravkov and Biletzky 
for the effects of light irradiation are 
multiplied together, we obtain a new 
curve which approximates the curve of 
visual acuity under similar experimen- 
tal conditions for discrimination of 
white objects upon a black background. 

H. D. Lamb. 
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Pflugk, Albert. New methods in re- 
serch on the theory of accommodation. 
Communication 3, Contribution to 
knowledge of currents in the aqueous 
humor. Graefe’s Arch., 1934, v. 131, p. 
614. 


Moving pictures of the reaction of 
the pupil to light showed a latent pe- 
riod (duration 0.2 second), and there- 
upon first rapid and then gradually 
slower contraction of the pupil. After 
intravenous injection of five percent 
solution of fluorescein, extrusion of 
fluorescein-colored aqueous from the 
pupil could be noted after several min- 
utes of energetic reaction of the pupil 
to light. H. D. Lamb. 


Rossi, G. Time of accommodation in 
hyperthyroidism (Flojani-Basedow dis- 
ease). Arch. di Ottal., 1933, v. 40, Nov.- 
Dec., p. 483. 


In nine cases examined the accom- 
modation time was increased as com- 
pared with normal subjects. Whereas 
the normals varied between 0.1 and 0.25 
second, those afflicted with Basedow’s 
disease showed an accommodation time 
varying between 0.3 and 0.4 second. 
The author interprets this as due to in- 
sufficiency of the ciliary muscle result- 
ing from disturbance of the sympathetic 
nervous system. 

Herman D. Scarney. 


Rugg-Gunn, A. Data concerning ra- 
diation and protective glasses with a 
note on retinoscopes. Brit. Jour. Ophth., 
1934, v. 18, Feb., p. 65. 


This contribution discusses radiation, 
electromagnetic radiation, and solar ra- 
diation. Solar radiation is discussed un- 
der ultraviolet rays, infrared rays, and 
visible rays. Spectacle glass is ordinary 
crown glass of rather low refractive in- 
dex. It transmits light with slight fall- 
ing off of all rays down to 3,500 ang- 
stroms. Flint glass is of higher refrac- 
tive index and transmits a narrower 
range. Glass containing metals is most 
absorbent of short wave-lengths. Col- 
ored glasses usually lack proper stand- 
ardization. The compositions of many 
of these are discussed. (Seventy refer- 
ences.) D. F. Harbridge. 
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Sallmann, Ludwig. Observation on 
lenticular astigmatism. Graefe’s Arch., 
1933, v. 131, p. 492. 

Corneal astigmatism was eliminated 
with the contact giass and the remain- 
ing astigmatism was measured by 
Lindner’s cylinder skiascopy. Among 
90 eyes there was in 12 lenticular astig- 
matism of 0.25 D., in 15 of 0.5 D., in 
17 of 0.75 D., in 22 of 1 D., in 12 of 
1.25 D., in 4 of 1.5 D., and in 2 of 
2 D. In the great majority the chief 
meridian of the lenticular astigmatism 
was turned in relation to that of the 
corneal astigmatism. This rotation 
might reach even 40° but actually va- 
ried between 10 and 30°; and it was 
more pronounced with greater intensity 
of the astigmatism. H. D. Lamb. 


Samoilov, A. Clinical studies in color 
blindness. Sovietskii Viestnik Opht., 
1934, v. 4, pt. 1, p. 22. 


Fifty persons with normal color vi- 
sion, as shown by the Nagel anomalo- 
scope, were tested with the sixteenth 
and eighteenth editions of Stilling’s col- 
or plates. Read without mistakes in the 
sixteenth edition were only the second 
plates of the first and second group, all 
plates of the third group, the second 
plate of the sixth group, and the first 
plate of the tenth group; and in the 
eighteenth edition the second plate of 
the third group, both plates of the 
fourth group, and the first and second 
plates of the fifth group. In the read- 
ing of the other plates these persons 
with normal color vision made numer- 
ous mistakes, which obviously could 
not be ascribed to color blindness. 

Ray K. Daily. 


Santonastaso, A. Research and con- 
sideration of the influence of acetyl- 
cholin on accommodative spasm. Ann. 
di Ottal., 1933, v. 61, Dec., p. 881. 


Acetylcholine having a direct effect 
in spasm of the retinal vessels, the au- 
thor was led to believe that it would be 
equally useful in spasm of the accom- 
modation and that by its use the vision 
of young myopes might be conserved, 
and the development of the progressive 
form retarded or stopped. Experience 
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gained in his clinic supports this belief. 
Acuity of vision has been improved in 
emmetropia, hypermetropia, astigma- 
tism, presbyopia, and even in aphakia 
as wellasin myopia. Park Lewis. 


Sison, A. B. M. Ophthalmic migraine 
of allergic origin. Jour. Philippine Is- 
lands Med. Assoc., 1933, v. 13, May, p. 
250. 


The author discusses a very severe 
case of ophthalmic migraine of allergic 
origin. Beside the usual symptoms of 
migraine, this patient developed a 
hemianesthesia with apparent hemi- 
plegia which lasted about five days and 
cleared up. The vision began to clear 
after the fifth day, but the field changes 
lasted for three weeks. The examina- 
tion of the eyes was entirely negative 
except for congestion of both macular 
regions. The patient was hyperopic and 
had been under a severe nervous strain. 

M. E. Marcove. 


Trovati, E. The reserve retinal func- 
tion outside the known limits of the 
visual field. Boll. d’Ocul., 1933, v. 12, 
April, pp. 364-382. 

By the angular deviation of an eye 
up to thirty degrees temporally, in nor- 
mal subjects, an increase of the nasal 
limits of visual field was obtained. The 
same result was obtained in ten pa- 
tients affected by divergent strabismus 
of the right or left eye. From these 
findings the author concludes that there 
exists a peripheral retinal functional re- 
serve outside the known limits of the 
visual field. (Bibliography.) 

Melchiore Lombardo. 


Urio, Hector. The myopic degenera- 
tions of the fundus in anisometropia. 
Graefe’s Arch., 1933, v. 131, p. 377. 


Thirty-five cases of anisometropia 
with at least four diopters of difference 
were investigated. Of the 35 strongly 
myopic eyes, 8 showed inverse astigma- 
tism, while the remaining 27 had astig- 
matism with the rule. The weaker my- 
opic, emmetropic and hyperopic eyes 
showed only in 3 cases inverse astig- 
matism and in the remaining 32 cases 
astigmatism with the rule. In 20 cases 
there was an asymmetrical position of 
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the principal axes. Fundus changes oc- 
curred in 34 cases and almost exclusive- 
ly affected only the myopic eye. Of the 
34 cases, 21 showed the myopic cres- 
cent and 13 cases both the myopic cres- 
cent and changes in the macular region. 
In the majority of the cases the macu- 
lar degenerations occurred only with 
myopia of eight diopters or more. Any 
theory of myopia must completely con- 
sider anisometropia. H. D. Lamb. 


Zaionchkovski, M. The relation of 
depth perception to visual acuity and 
refraction. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 1, p. 25. 


A tabulated report of the study of 
these three ocular functions in 1,018 
men shows that excellent depth per- 
ception is found only in people whose 
visual acuity is not below normal. 
Depth perception is diminished even by 
slight reductions in visual acuity. Good 
stereoscopic vision is found only excep- 
tionally among ametropes; in such 
cases the ametropia is of very low de- 
gree and vision is normal. 


Ray K. Daily. 


Zanettin, G. The behavior of indirect 
visual acuity in spherical ametropias. 
Ann. di Ottal., 1934, v. 62, Jan., p. 22. 


Studies were made of ten high my- 
opes and of ten high hyperopes. In my- 
opia there was more than normal low- 
ering of visual acuity in the perimacular 
region in relation to central vision. This 
was more evident when macular vision 
was also subnormal, and also as the de- 
gree of myopia decreased and direct vi- 
sion was reduced. Accompanying this 
disproportionate reduction of acuity 
was a more or less accentuated peri- 
macular depigmentation, giving evi- 
dence of extensive circumpapillary 
sclerochoroiditis but similar peripheral 
limitation of vision was found for zones 
of the retina in which no changes in 
structure could be ophthalmoscopically 
discovered. Only in the highest grades 
of hyperopia were any peripheral lim- 
itations present, and then only in those 
cases in which macular vision was also 
defective. (Bibliography. ) 

Park Lewis. 


4. OCULAR MOVEMENTS 


Abramovicz, I. Cases of oculomotor 
paresis. Klinika Oczna, 1933, v. 11, pt. 4, 
p. 444. 

A child seven years of age was 
brought to the hospital with the history 
of ptosis and divergent strabismus of 
the right eye, which had set in at the 
age of three years following measles. 
The superior rectus, the inferior ob- 
lique, and the internal rectus were pa- 
retic; the inferior rectus was practical- 
ly normal. The lower lid did not move 
when the patient looked to the right, 
down, and in. On looking to the left 
and up the lid was elevated. On look- 
ing up the right eyeball remained im- 
movable; but the right lid was elevated 
as soon as the left eyeball passed fifteen 
percent above the horizontal meridian. 

The second case is one of intranuclear 
ophthalmoplegia, explained by a lesion 
of the posterior longitudinal bundle. A 
man twenty-two years of age came 
complaining of diplopia of a week’s 
duration. He had a slight divergence of 
the right eye on looking straight ahead. 
Looking to the right the left eye moved 
very slightly beyond the midline. Look- 
ing to the left the right was immovable, 
and the left eye moved slightly. Ver- 
tical motion and convergence were nor- 
mal. With uniocular fixation both in- 
terni and the left externus were immov- 
able. The patients recovered within two 
months, the right externus being the 
last to recover. (Photographs. ) 

Ray K. Daily. 


Armstrong, E. L. The optic angle in 
relation to strabismus. Amer. Jour. 
Ophth., 1934, v. 17, April, pp. 291-296. 


Bielschowsky, A. Combination of 
functional (psychogenic) with organic 
disturbances of the oculomotor appara- 
tus. Klin. M. f. Augenh., 1934, v. 92, 


Jan., p. 1. 

The occurrence of ocular palsies due 
to hysteria is still a matter of dispute. 
In many cases repeated examinations 
yield varying results and a functional 
(psychogenic) base may be assumed 
until a careful registration of all points 
of the clinical picture and critical ap- 
plication of exploratory methods yield 
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a correct interpretation. In other cases 
careful investigation proves that the or- 
ganic symptoms may be accompanied 
by a functional neurosis. To illustrate 
the diagnostic difficulties a few clinical 
histories are given in detail. In a third 
group, including spastic disorders par- 
ticularly of the lids and of the converg- 
ence-accommodation apparatus, the 
signs of functional neurosis are un- 
equivocal. Dread of fusion (horror fusi- 
onis) is demonstrated by another case. 
C. Zimmermann. 


Bielschowsky, A. Exophoria and ex- 
cess of divergence. Klin. M. f. Augenh., 
1934, v. 92, Jan., p. 11. 


A case belonging to the group men- 
tioned in the preceding article and ob- 
served for eleven years is discussed 
with regard to the question whether 
certain forms of exophoria are due to 
excess of divergence, which seems to be 
one of the rarest disturbances of the 
oculomotor apparatus. 

C. Zimmermann. 


Brandenburg, K. C. An inexpensive 
device to facilitate orthoptic exercise. 
Amer. Jour. Ophth., 1934, v. 17, April, 
pp. 345-346. 


Csapody-Mocsy, Martha. Contribu- 
tion to the pathology of concomitant 
squint. Klin. M. f. Augenh., 1934, v. 92. 
March, p. 385. 


As school oculist the authoress ex- 
amined for rickets 315 cases of con- 
vergent squint among 8,000 children. 
As 132 had manifest hypermetropia of 2 
D. or more, the explanation of squint 
according to Donders was somewhat 
justified. Sixty-seven percent of this 
group had rickets. A second group of 
183 squinting cases had no or less than 
2 D. hypermetropia, and seventy-nine 
percent of these had rickets. The dif- 
ference in frequency of rickets as be- 
tween squinting school children and 
those who came to the pediatric clinic 
for other diseases was quite marked, 
and was greater in proportion to the 
squinting cases which were not hyper- 
metropic (79 percent rickets) than to 
the hypermetropes. All children with 
convergent squint (both groups) more 
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often showed symptoms of rickets than 
the general group of infants of the same 
population. C. Zimmermann. 


Fields, Maxwell. Paradoxical images 
in vertical-rectus palsies. Amer. Jour. 
Ophth., 1934, v. 17, March, pp. 245-247. 


Hughes, W. L. Improved Maddox 
rod test. Amer. Jour. Ophth., 1934, v. 
17, March, p. 250. 


Lippmann, Otto. Symptoms of degen- 
eration and the inferiority of one-half 
of the body in their significance for 
squint. Klin. M. f. Augenh., 1934, v. 92, 
March, p. 370. 


Squint is not a sign of degeneration. 
Stammering among squinters is not 
more frequent than in the nonsquinters. 
Lefthandedness causes no disposition 
to squint. There is an influence of the 
dominant side of the body upon the 
squinting side, especially in equivalent 
eyes. In general the left eye squints 
more frequently than the right. When 
there is a disposition to strabismus 
lefthandedness favors a deviation of the 
right eye. C. Zimmermann. 


Mandelbaum, J., and Unger, K. A 
case of congenital paralysis of ocular 
movements. Klinika Oczna, 1933, v. 11, 
pt. 4, p. 453. 

A man forty-eight years of age 
came with influenza. He did not know 
that he had any ocular abnormality. On 
examination he was found to have bi- 
lateral congenital paresis of the oculo- 
motor and abducens nerves. The right 
eye was capable of very slight vertical 
excursions. The left eye had in addition 
some movement of the internal rectus. 
(Photographs. ) Ray K. Daily. 


Nugent, O. B. Superior rectus muscle 
forceps. Trans. Sec. on Ophth. Amer. 
Med. Assoc., 1933, p. 305. 


This instrument is a double tenacu- 
lum which permits the surgeon to pick 
up the muscle without a lid hook or 
stop speculum in place. The points are 
made like the points of an ordinary cut- 
ting needle, to facilitate their passing 
under the superior rectus muscle. (Il- 
lustration.) George H. Stine. 
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Ohm, J. Elicitation of optokinetic 
nystagmus in the normal subject by 
means of a concentric rotating cylinder. 
Communication to nystagmus no. 34. 


.Graefe’s Arch., 1933, v. 131, p. 401. 


Brunner incited optokinetic nystag- 
mus by having the person examined 
look with raised eyes upon the inner 
surface of a rotating paper cylinder 70 
cm. in diameter and 30 cm. high, placed 
above the head. Acting on the same 
principle Ohm placed the turning chair 
in the middle of a cylinder of sheet-iron 
2.5 m. in diameter, on the inside of 
which were painted white and black 
stripes 165 cm. high and 8 cm. broad. 
This apparatus is to be employed when 
the optico-oculomotor system does not 
react to the ordinary rotating drum. 
The method merits a place among tests 
for malingering. If a visual field extend- 
ing 15° on each side is admitted, then 
the nystagmus is first obtained by ex- 
cluding with a screen all the field ex- 
cept this 30°. If the nystagmus is no 
greater when the screen is entirely re- 
moved, it can be concluded that the 
functioning part of the retina extends 
no more than 15° to each side of the 
fovea. H. D. Lamb. 


Ohm, J. The nystagmus of total color 
blindness. Zeit. f. Augenh., $934, v. 83, 
March, p. 1. 


The author displays nystagmograms 
from one patient with total color blind- 
ness. The movements were pendulum- 
like with an occasional irregular jerk. 
The tracings differed from those of 
miner’s nystagmus in that opticokinetic 
nystagmus was absent or weak. 

The explanations given for this nys- 
tagmus are discussed. Ohm postulates 
a supranuclear center which rhythmi- 
cally discharges impulses to the nuclei, 
color vision only coming about when 
periodic variation in the discharges in 
the chain of neurones of the optic tract 
reaches a certain minimum frequency. 
Total color blindness would result 
where the frequency could not reach the 
necessary level with the illumination 
of daylight, just as twilight illumina- 
tion fails to develop this frequency in 
the normal eye. F. H. Haessler. 


Perez Bufill. The surgical treatment 
of squint. Arch. de Oft. Hisp.-Amer., 
1934, v. 34, Feb., p. 65. 


In tenotomy undercorrection, and in 
advancement overcorrection should be 
aimed at. The author sutures the cut 
tendon as far back as possible over a 
three millimeter anterior stump, and 
uses an extra suture to secure the pos- 
terior segment further forward if short, 
or splits it and buries it with sutures, 
one end above and the other below, be- 
neath the conjunctiva, if long. 

M. Davidson. 


Peter, L. C. The recession operation 
with special reference to the author’s 
suture. Trans. Ophth. Soc. United 
Kingdom, 1932, v. 52, p. 520. 


Historical review of the recession su- 
ture is followed by the author’s modifi- 
cation and discussion of the O’Connor 
cinch-shortening operation. 

Beulah Cushman. 


Roche, W. J. The etiology of miner’s 
nystagmus. Trans. Ophth. Soc. United 
Kingdom, 1932, v. 52, p. 529. 

In pits in which a covered-in passage 
allows gradual change from peripheral 
to central vision on leaving the mine, 
there have been no new cases of nystag- 
mus claiming compensation. Enough 
light should be used to allow the work- 
er to use central vision. This requires 
a cap lamp of 6 c.p. or more. Flood il- 
lumination should be used where pos- 
sible. The laboratory of each company 
should be fitted with a photometer, and 
photometric measurements of several 
lamps from the different pits should be 
taken from time to time. 

Beulah Cushman. 


Salus, Robert. On congenital retrac- 
tion of the eyeball. Klin. M. f. Augenh., 
1934, v. 92, Jan., p. 79. 


Three cases of retraction with con- 
vergent strabismus are reported. In all 
the external rectus was very much al- 
tered, but it was not the cause of the re- 
traction, which remained unchanged 
after careful detachment of the muscle 
from the sclera. In one case the retrac- 
tion subsided after cutting a fibrous 
band on the medial side behind the in- 
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ternal rectus. At the same time limited 
abduction became possible, although 
the external rectus showed lipomatous 
pseudohypertrophy and contained very 
few muscular fibers. In the second case 
no medial band could be found, but it 
must have existed since the external 
strand was not responsible for the re- 
traction. In the third case the abduc- 
tion improved considerably after sepa- 
ration of the medial strand. This re- 
turning abduction seemed to indicate 
that the defect could only in small part 
be due to alteration of the external rec- 
tus itself. C. Zimmermann. 


Swett, W. F. A case of convergent 
strabismus and amblyopia. Amer. Jour. 
Ophth., 1934, v. 17, April, p. 345. 


5. CONJUNCTIVA 


Bargy, M. Pterygium and trachoma. 
Rev. Internat. du Trachome, 1934, v. 
11, Jan., p. 39. 

The apparent antagonism between 
pterygium and trachoma has been de- 
scribed by Jean Sédan for Marseilles. 
Delanoé for Morocco, and Nataf for 
Tunisia. Bargy states that these find- 
ings do not apply for Indo-China since 
1,026 operations for removal of pterygia 
were performed among 38,233 trachom- 
atous patients. Phillips Thygeson. 


Bezecny, R., and Bieringer, S. Histol- 
ogy of the conjunctiva in summer pru- 
rigo. Klin. M. f. Augenh., 1933, v. 91, 
Dec., p. 870. (IIl.) 


A woman aged thirty-two years, 
with latent lues, had had since her 
eighth year a skin eruption which re- 
lapsed every year in February. The 
eyes had been affected since her seven- 
teenth year. In the outer part of the 
ocular conjunctiva were whitish-yellow 
exuberances with cysts separated from 
the clear cornea by a stripe like geron- 
toxon. The palpebral conjunctiva was 
unchanged. The slitlamp did not reveal 
the typical vascular changes of spring 
catarrh described by Elschnig. Histo- 
logically there were proliferations of 
the epithelium leading to cyst forma- 
tion, epithelial changes suggestive of 
eczema, and slight connective tissue 
changes. The urine contained hemato- 
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phorphyrin, indicating a near relation- 
ship between hydroa and summer pru- 
rigo. C. Zimmermann. 


‘Borel, G. A new oculopalpebral syn- 
drome. Ann. d’Ocul., 1934, v. 171, 
March, pp. 207-222. 


For this very rare condition the title 
“conjunctivitis pseudomembranacea 
plasmatica lignosa” is suggested. The 
patient was a three-year-old girl with 
tumors of both upper tarsi, lardaceous, 
of almost cartilaginous consistence, and 
several millimeters across. The tumors 
had been excised several times previ- 
ously. After excision by the author re- 
currence was manifest in eighteen days. 
Microscopically there was no evidence 
of malignancy. The dense hyaline tis- 
sue was poor in cell nuclei but was in- 
filtrated with plasmocytes, lympho- 
cytes, and eosinophiles. Bacteriological 
studies were negative, and the tissue 
could not be cultured or transplanted. 
Recurrence always follows removal, 
and the condition may be fatal. No cure 
is known. H. Rommel Hildreth. 


Candian, F. L. Research on the etiol- 
ogy of trachoma. Ann. di Ottal., 1933, 
v.61, Dec., p. 890. 


Opinions as to Bacterium granulosis 
of Noguchi have differed so greatly that 
the writer investigated in animals and 
in human subjects the possibility of 
trachoma being dependent upon a fil- 
trable virus. The results were practical- 
ly negative. The author believes the 
constitutional condition should be stud- 
ied to determine whether the infection 
is of primary or secondary origin. (Bib- 
liography.) Park Lewis. 


Cuénod, A., and Nataf, R. Follicles 
and papillae in the first stages of tra- 
choma. Folia Ophth. Orientalia, 1933, 
v. 1, July-Sept., p. 257. 

The authors state that the follicle is 
an essentially lymphoid element, more 
or less vascularized, while the papilla 
is an essentially vascular element which 
has undergone lymphoid infiltration. 
The follicle is a lymphatic reaction 
against the virus of trachoma while the 
papilla represents a vascular reaction 
to the follicles. The authors believe that 
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many ophthalmologists do not distin- 
guish between the two structures and 
that many cases of so-called follicular 
conjunctivitis actually have no follicles. 
Biomicroscopy offers the most satisfac- 
tory method of making the distinction. 
In trachoma without secondary infec- 
tion the follicles usually precede the 
papillae in appearance. The characteris- 
tic follicles of early trachoma consist 
in slightly elevated pale grayish avascu- 
lar areas over the tarsal conjunctiva. 
Phillips Thygeson. 


Cusumano, A. Tuberculosis of the 
conjunctiva. Boll. d’Ocul., 1933, v. 12, 
May, pp. 447-456. 

A man of twenty-six years showed 
swollen lids and mucopurulent dis- 
charge from both eyes. His upper tar- 
sal conjunctivae showed large and 
small papillae and the bulbar conjunc- 
tiva was slightly chemotic. Bacterio- 
logic examination was negative, but cul- 
ture and biologic test in guinea-pigs 
were positive for tuberculosis. Micro- 
scopic examination of the conjunctiva 
revealed lymphocytic and epithelioid 
elements but no Langhans giant cells. 
The positive test for tuberculosis en- 
abled the writer to differentiate this 
form of conjunctivitis from trachoma. 
(Bibliography.) M. Lombardo. 


Dejean, C. Lymphoid hypertrophy of 
the conjunctiva in the form of opales- 
cent protuberances. Arch. d’Opht., 
1933, v. 50, Dec., p. 801. 


In three cases a peculiar type of 
lymphoid hypertrophy of the conjunc- 
tiva was found. The lower cul-de-sac 
was most involved by longitudinal 
translucent folds which showed micro- 
scopically a diffuse and follicular lym- 
phoid hyperplasia with some plasmo- 
cytes and histiocytes. The lesions, 
which appeared to be of months to 
years duration, produced: only slight 
symptoms other than annoyance and 
lacrimation, tended to heal spontane- 
ously with time, and were uninfluenced 
by therapy. (Seven photomicrographs.) 

M. F. Weymann. 


Francois, Jules. Inflammatory ectro- 
pion and its treatment by total excision 


of tarsus and conjunctiva. Arch. 


d’Opht., 1933, v. 50, Dec., p. 818. 

The writer adds inflammatory ectro- 
pion to the usual classification and ex- 
plains its genesis. It involves inflamma- 
tion of lid margin, conjunctiva, and 
tarsus. Complete excision of conjunc- 
tiva and tarsus is recommended for its 
cure. No sutures are placed. (Diagrams, 
photographs.) M. F. Weymann. 


Lokshin, S. A grave case of bilateral 
tuberculous conjunctivitis. Sovietskii 
Viestnik Opht., 1933, v. 3, pt. 4, p. 381. 


A fourteen-year-old girl had involve- 
ment of the lacrimal sacs, conjunctivitis 
with profuse secretion and coxcomb ex- 
crescenses, and vascularization of the 
corneas. The diagnosis was made by 
inoculation into a guinea pig. 

Ray K. Daily. 


MacCallan, A. F. Clinical indications 
of trachoma. Ann. di Ottal., 1934, v. 62, 
Feb., p. 152. 


MacCallan’s views, as_ previously 
published, are here stated in Italian 
translation. 


MacCallan, A. The clinical signs of 
trachoma. Rev. Internat. du Trachome, 
1934, v. 11, Jan., p. 3. 


MacCallan lists the diagnostic signs 
of trachoma in the following order: (1) 
follicles on the upper tarsal conjunc- 
tiva; (2) papillary overgrowth some- 
times masking follicles; (3) pannus; 
(4) limbal follicles, called Herbert’s ro- 
settes, or their cicatricial remains, 
called Herbert’s peripheral pits; (5) 
cicatrices on the upper tarsal conjunc- 
tiva; (6) permanent thickening of the 
fibrous tissue of the upper lid; (7) pto- 
sis; (8) sinuous lid border; (9) post- 
trachomatous degenerations, consist- 
ing of small cysts filled with inspissated 
material; (10) corneal facets; (11) epi- 
thelial plaques of conjunctiva and cor- 
nea; (12) corneal infiltrations; (13) 
trichiasis and entropion. 

The author believes that the com- 
bination of pannus with any of the 
other signs given above is pathogno- 
monic of trachoma. 

Phillips Thygeson. 
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MacCallan, A. F. Pterygium and tra- 
choma. Rev. Internat. du Trachome, 
1934, v. 11, Jan., p. 38. 


According to Jean Sédan pterygium 
is rare among trachomatous patients in 
Marseille. MacCallan feels that this 
must be due to local climatic conditions 
since pterygium is very common in 
Egypt. Phillips Thygeson. 


Marchesini, E. Bismuth therapy in 
trachoma. Ann. di Ottal., 1934, v. 62, 
Jan., p. 44. 

Bismuth was tried in one hundred 
cases of clinical trachoma. Of the six- 
teen simple florid cases, while none 
were cured, nine were much benefited, 
six slightly improved, and one unim- 
proved. Of twenty-three complicated 
florid cases, four were cured, eleven 
much benefited, six slightly improved, 
and two unimproved. Of ten simple 
cicatricial cases, six were cured, two 
slightly improved, and two unimproved. 
Of forty-seven complicated cicatricial 
cases, twenty-four were cured, eleven 
greatly improved, six slightly helped, 
and six not at all. (Bibliography. ) 

Park Lewis. 


Meyerhof, Max. Clinical considera- 
tions on acute trachoma and follicular 
conjunctivitis. Folia Ophth. Orientalia, 
1933, v. 1, July-Sept., p. 262. 

Meyerhof mentions the many similar- 
ities in onset between acute trachoma 
and acute follicular conjunctivitis but 
regards the two as distinct diseases. 
Acute trachoma, he states, begins like 
an acute diffuse conjunctivitis. There 
is general infiltration, not follicular, of 
the conjunctiva, which is later followed 
by follicle formation, pannus, and cor- 
neal ulceration. The difference between 
the two diseases lies in the sequelae, the 
most important of which is pannus. 

Phillips Thygeson. 


Michailov, H. M. Cytology of tra- 
choma. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 302. 


A smear of the contents of gently 
expressed trachoma follicles showed 
among the cellular elements a predomi- 
nance of lymphoblasts ; there were also 
numerous lymphocytes, some epithelial 
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cells, a few erythrocytes, and rarely 
white blood cells. In advanced cases the 
lymphoblasts were few and the lympho- 
cytes were numerous, with polynu- 
clears and erythrocytes appearing in in- 
creasing numbers. The author con- 
cludes that the lymphoblasts are the 
predominant cellular element in the tra- 
choma follicle, but that with the admix- 
ture of blood the lymphoblasts are 
crowded out by the lymphocytes. 

Ray K. Daily. 


Perez Llorca, J. Treatment of tra- 
choma by instillation of autovaccine. 
Rev. Cubana de Oto-Neuro-Oft., 1933, 
v. 2, Sept.-Oct., p. 262. 


The Mario Esteban treatment (see 
American Journal of Ophthalmology, 
1933, v. 16, p. 458) is summarized and 
recommended as the equal of any other 
in efficacy. M. Davidson. 


Petrunia, C. P. Treatment of tra- 
choma by repeated expression. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 1, 
p. 70. 

Basing her opinion on 233 patients, 
the author considers repeated expres- 
sion the best procedure for palpebral 
trachoma. Under local anesthesia the 
follicles are expressed with fingers or 
forceps, and the process is repeated 
every month or two until the conjunc- 
tiva is normal. Eighty-four percent 
were cured with two treatments, a few 


required as many as five. 
Ray K. Daily. 


Powell, B. J., Jr. Uniocular conjunc- 
tivitis from peat dust. Amer. Jour. 
Ophth., 1934, v. 17, March, pp. 206-208. 


Renedo, J. M., and Gonzalvez, F. R. 
Hard chancre of bulbar conjunctiva. 
Rev. Cubana Oto-Neuro-Oft., 1933, v. 
2, Nov.-Dec., p. 286. 


Fifteen days after attempted removal 
of a suppositious foreign body with the 
point of a handkerchief by the daughter 
of the patient, a woman of fifty-five 
years, an ulcer developed on the lower 
bulbar conjunctiva. Scrapings showed 
spirochetes, although the Wassermann 
was negative. Specific treatment caused 
complete disappearance. 

M. Davidson. 
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Schousboé. Notions on the epidemi- 
ology of infantile trachoma as drawn 
from the study of graphs. Rev. Inter- 
nat. du Trachoma, 1934, v. 11, Jan., p. 
19. 


Schousboé illustrates with graphs the 
incidence of trachomatous infection in 
different age groups. He reaches the 
following conclusions: (1) trachoma- 
tous infection occurs in the first few 
months of life (45 percent at 24 months) 
through the mother or members of the 
immediate family. Familial contamina- 
tion varies proportionally with the eco- 
nomic condition of the household. (2) 
This contamination continues during 
early childhood and is augmented by 
extrafamilial contamination, in which 
the school plays a minor and the street 
the major part. Phillips Thygeson. 


Selfa, E. Citrate of copper in the 
treatment of trachoma. Arch. de Oft. 
Hisp.-Amer., 1933, v. 33, Dec., p. 704. 


The trachoma granules are the effect 
and not the cause, and treatment should 
therefore be directed against the super- 
imposed conjunctivitis and toward 
modification of the soil. This is accom- 
plished by vitamins and intravenous in- 
jections of copper citrate, dissolved 
with the aid of sodium citrate (strength 
not stated). Of 29 cases thus treated, 
65.51 percent gave favorable results. 
The effects were limited to the pannus, 
ptosis, ulcerations, lacrimation, and 
photophobia, and did not extend to the 
follicles. The copper citrate treatment 
is contraindicated in the presence of he- 
patic and gastrointestinal disturbances. 

M. Davidson. 


Shainfein, M. Surgery of pterygium. 
Sovietskii Viestnik Opht., 1933, v. 3, pt. 
3, p. 309. 


The author illustrates a new surgical 
procedure, the advantage of which, he 
maintains, lies in the fact that the 
bloodvessels of the pterygium are di- 
rected toward the canthus and away 
from the cornea. The pterygium is sepa- 
rated from the cornea and for 2 mm. 
beyond the limbus. It is split horizon- 
tally and each half turned under and 
sutured, so that the pterygium is trans- 


planted under the conjunctiva and di- 
rected toward the canthus. 
Ray K. Daily. 


Torres, A. Treatment of vernal con- 
junctivitis. Rev. Cubana Oto-Neuro- 
Oft., 1933, v. 2, Nov.-Dec., p. 277. 


On the basis of a study of thirty- 
seven cases, the etiology is considered 
tuberculous or scrofulous. No _ local 
treatment, either medical or surgical, 
beyond cauterization of vegetations 
when very large, has proved of any val- 
ue, and collyria have proved harmful. 
Only general treatment, with codliver 
oil, calcium, arsenic, iodides, and rest, 
has been of benefit. Under this treat- 
ment twenty of the cases were cured in 
two seasons, and eleven in three sea- 
sons; the rest being in their first season 
of treatment. M. Davidson. 


Uudelt, J. On the pathogenesis of 
trachoma. Zeit. f. Augenh., 1934, v. 82, 
Feb., p. 277. 


Trachoma is a follicular inflamma- 
tion of the conjunctiva which in its 
early stages is proliferative and later 
destructive. Other folliculoses which 
do not possess all these characteristics 
must be differentiated from trachoma. 
An important element in the pathogene- 
sis Of trachoma is a lymphatic constitu- 
tion not in the macroanatomic sense 
of bodily proportion but as a character- 
istic of microscopic structure and func- 
tion of the tissues. The direct causative 
agent is as yet unknown. 

F. H. Haessler. 


6. CORNEA AND SCLERA 


Barg, T. The use of carbolic acid 
crystals in ulcers of the cornea. Soviet- 
skii Viestnik Opht., 1934, v. 4, pt. 1, 
p. 73. 


Having treated seven cases of serpig- 
inous ulcer with hypopyon by cauter- 
ization with carbolic acid, the author 
concludes that it exerts a strong bac- 
tericidal effect with minimum destruc- 
tion of tissue, hastens healing, and 
through its anesthetic action relieves 
pain. Its deep penetration is valued. 

Ray K. Daily. 
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Benedict, W. L. Excision of corneal 
leucoma. Arch. of Ophth., 1934, v. 11, 
Jan., pp. 32-41. 

Excision of the anterior layers is not 
indicated in a cornea which is very vas- 
cular or in which the scar tissue ex- 
tends through all the layers. Seventeen 
cases are reported in which excision was 
done; one case for congenital leucoma, 
five cases for multiple foreign bodies 
superficially buried in the cornea, two 
for scars from burns, and nine for leu- 
coma from recurrent corneal ulcers. Re- 
section of a large quadrilateral area is 
recommended. Since the remaining cor- 
nea is invariably cloudy, the results are 
chiefly cosmetic. However the slight 
improvement in vision obtained in a 
few suitable cases brought great satis- 


faction to the patients. 
J. Hewitt Judd. 


Busacca, Archimede. Trachoma of 
the cornea in the stage of epitheliosis 
and in that of pannus. Folia Ophth. 
Orientalia, 1933, v. 1, July-Sept., p. 273. 

The essential lesions which are pres- 
ent in the avascular keratitis of early 
trachoma are edema of the epithelium, 
with degeneration of certain elements, 
and polymorphonuclear infiltration. 
Bowman’s membrane is often infil- 
trated and destroyed. Certain epithelial 
cells show intracellular bodies which 
are characteristic of viruses such as 
herpes and vaccinia. The author as- 
sumes that there is a primary and direct 
localization of the trachoma virus in 
the corneal epithelium. He concludes 
that the polyblastic infiltration is sec- 
ondary to new formation of vessels and 
that the cells having the appearance of 
lymphocytes do not originate from the 
blood but are of histiocytic origin. The 
cellular accumulations in the cornea do 
not have centers of epithelioid cells as 
occur in true follicles. Pannus should 
be interpreted as a special granulation 
tissue which has formed as a defense 
reaction of a normally avascular tissue. 

Phillips Thygeson. 


Chirkovskii, B., and Dimshitz, L. 
Biomicroscopic studies of true corneal 
trachoma. Sovietskii Viestnik Opht., 
1934, v. 4, pt. 1, p. 27. 
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Following a review of the literature 
four cases of pannus are reported, with 
photographs of the slitlamp appearance 
and photomicrographs of the histo- 
pathologic picture. The tissue for biop- 
sy consisted of the superficial portion 
of the cornea with pannus, and 3 mm. 
of adjacent conjunctiva and episclera. 
The illustrations show that typical tra- 
chomatous follicles occur in the scleral 
conjunctiva and in the cornea proper. 
Under slitlamp microscopy the corneal 
follicles appear as round, greyish, hom- 
ogeneous, semitransparent structures, 
rising above the corneal surface, and 
surrounded by a vascular network. Mi- 
croscopically they consist of the cellu- 
lar elements found in the conjunctival 
trachoma follicle. The follicles in the 
cornea were found in all stages of tra- 
choma, most frequently however in the 
stage of regression. These observations 
support the conception of pannus as a 
localization of the specific trachoma- 
tous process in the cornea, as against 
the view that it is a superficial vascular 
keratitis. Ray K. Daily. 


Egorow, Ilja. Nerve elements of the 
cornea in the guinea-pig’s eye. Graefe’s 
Arch., 1934, v. 131, p. 531. 

Vital staining with methylene-blue 
in over seventy guinea-pigs showed 
typical encapsulated endings in the 
conjunctiva in the region of the transi- 
tion of the sclera into the cornea and 
in its vascular zone. Typical sensitive 
end-platelets and branched endings 
were found in the substantia propria of 
the cornea. In the corneal epithelium 
were free endings of a special kind, re- 
sembling end bodies. Eimer’s apparatus 
was found in large numbers in the cen- 
tral part of the cornea. 

H. D. Lamb. 


Filatov, B. A new trephine for par- 
tial corneal transplantation. Sovietskii 
Viestnik Opht., 1934, v. 4, pt. 1, p. 12. 

The device consists of a handle hold- 
ing a corneal trephine and an ivory 
plate so that, with the ivory plate in 
the anterior chamber and the trephine 
on the corneal surface, the ivory plate 
protects the lens from injury by the 
trephine and holds back the vitreous. 
(Illustration. ) Ray K. Daily. 
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Filatov, B. Technique of partial cor- 
neal transplantation. Sovietski Viestnik 
Opht., 1934, v. 4, pt. 1, p. 3. 

To avoid injuring the lens with the 
corneal trephine, the author introduces 
three superficial corneal sutures around 
the area to be trephined. Tension on 
these sutures lifts the cornea away from 
the lens. (Illustration. ) 

Ray K. Daily. 


Filatov, B., and Velter, C. Further 
reports on transplantation of the cor- 
nea. Sovietskii Viestnik Opht., 1933, v. 
4, pt. 1, p. 6 

Five cases observed from eleven to 
thirteen months are reported. All trans- 
plants remained transparent. In three 
corneas opaque from interstitial kera- 
titis the results were brilliant; vision 
rose from counting of fingers to 0.7, 
0.4, and 0.2 respectively. Two opacities 
were traumatic; in one vision rose 
from 1/60 to 1/10; in the other vision 
was not improved because of a dense 
opacity behind the transparent trans- 
plant. (Photographs. ) 

Ray K. Daily. 


Fontana, G. A case of bullous kera- 
titis. Boll. d’Ocul., 1933, v. 12, May, pp. 
474-479, 

A woman of twenty-two years, suf- 
ering for seven months from luetic 
iridocyclitis, had an opacity of the left 
cornea on whose upper extremity were 
two small bullae containing clear fluid. 
Cornea sensibility was decreased and 
the anterior chamber deep. Under treat- 
ment local and general symptoms 
disappeared. The writer associates the 
corneal condition with the iridocyclitis 
and disturbance of lymphatic flow of 
the eye, assuming that the fluid pene- 
trated the cornea and accumulated be- 
tween the epithelium and Bowman’s 
membrane. (Bibliography and _ one 
figure. ) M. Lombardo. 


Galante, E. Experimental researches 
on corneal grafts. Ann. di Ottal., 1934, 
v. 62, Feb., p. 119. 

Grafts were employed in a dozen 
dogs and rabbits, the tissue from six 
dogs’ eyes being inserted in the eyes 
of an equal number of rabbits and vice 


versa. The segments were removed 
with a Hippel trephine through the en- 
tire thickness of the cornea from 
epithelium to endothelium, a three per- 
cent solution of peptone in normal 
physiologic solution being introduced 
beneath the conjunctiva of the animal 
from which the segment was taken, 
and also used to irrigate the recipient 
graft. This was to stimulate develop- 
ment of epithelial fibroblasts. The in- 
sets quickly regained their sensibility 
and conserved a notable degree of 
transparency, which became gradually 
more complete. (Bibliography, four 
plates showing placido reflections. ) 
Park Lewis. 


Moreu, A., and Prior, A. Diagnosis 
and treatment of tuberculous paren- 
chymatous keratitis. Arch. de Oft. 
Hisp.-Amer., 1934, v. 34, Jan., p. 1 

The whole subject is reviewed at 
length, and the following conclusions 
are arrived at. Diagnostic signs are: 
absence of evidence of hereditary or 
acquired lues, presence of tuberculous 
stigmata, a positive Samogloff reaction 
(hypotension and focal reaction) to 
tuberculin, positive local and general 
tuberculin reactions, greater involve- 
ment of uvea and sclera, presence of 
retinal angiopathies, conjunctival lym- 
phatic reaction, yellow-white infiltrates 
around nodules with involvement of 
endothelium, monocular involvement, 
tendency to fibrosis, and therapeutic 
results. The initial lesion is considered 
to be in Descemet’s membrane, and 
abundance of aqueous exudates, best 
demonstrated by preliminary ingestion 
of fluorescein, is considered character- 
istic. Therapeutic recommendations in- 
clude phototherapy, liver therapy, and 
above all gold salts, intramuscularly 
and subconjunctivally. Relapses have 
been noted after tuberculin, but none 
after gold salts. Twelve cases are re- 
ported i in detail. (Illustrations. ) 

M. Davidson. 


Opadovskaia, E., and Velter, L. Fixa- 
tion of the corneal transplant. Sovietskii 
Viestnik Opht., 1933, v. 3, pt. 1, p. 8. 

This is the report of a laboratory in- 
vestigation relative to various pro- 
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cedures for fixation of corneal trans- 
plants. The experiments were per- 
formed on twelve guinea pigs in six of 
which the fixation device operated for 
twenty-four hours, and in the other six, 
forty-eight hours. The authors’ conclu- 
sions are that every fixation procedure 
has a traumatic effect on the surface of 
the transplant; but that least trauma- 
tism is produced by Filatov’s method of 
fixation, in which a strip of conjunctiva 
is applied with its epithelial surface to 
the transplant. The fixation should be 
removed after twenty-four hours. 
Microscopic examination of transplants 
held by fixation sutures, conjunctival 
flaps, and celluloid strips for forty-eight 
hours showed a decided advance in the 
traumatic process, and the traumatism 
of this procedure is one of the factors 
in subsequent opacification of the trans- 
plant. Ray K. Daily. 


Sapir, T. Tattooing of corneal opaci- 
ties with gold chloride. Sovietskii Viest- 
nik Opht., 1934, v. 4, pt. 1, p. 41. 

The results of 290 operations are re- 
ported ; and four cases complicated with 
iridocyclitis leading to atrophy of the 
globe are reported in detail. The pro- 
cedure is simple in execution, and usu- 
ally satisfactory in its results. Its nega- 
tive points are inability to determine in 
advance the final color, tendency of the 
stain to fade in some cases, and the 
danger of setting up severe inflamma- 
tory process in eyes which had re- 
mained quiet for years. 

Ray K. Daily. 


Thomas, J. W. T. Observations on 
some matters associated with experi- 
mental corneal grafting. Brit. Jour. 
Ophth., 1934, v. 18, March, p. 129. 

In previous experiments the author 
has shown that corneal tissue grafts of 
whole thickness can be transplanted 
from one rabbit to another and remain 
transparent. The present contribution 
compares results of further homo- 
geneous and heterogeneous grafts. The 
prevention of iris adhesion and the 
sensitiveness of cornedl grafts are dis- 
cussed. A summary of both series of 
homogeneous grafts shows the follow- 
ing results: Ten were transparent, one 


ABSTRACTS 


had a clear area, one was nebulous with 
a clear area, three were opaque, and one 
became partly detached. Of five hetero- 
geneous grafts, one human and four 
from cats, all became united, but none 
was clear. In only one was there a sug- 
gestion of transparency. Homogeneous 
grafts which unite well remain clear 
and avascular when a particular tech- 
nique is followed. A graft about 4.5 
mm, in diameter is used, with a sloping 
edge held in position by “cross stitch- 
ing.” Water-tight union is obtained, 
and reestablishment of the anterior 
chamber is assured. Formation of fibrin 
about the sutures is prevented by use 
of a citrated saline solution. (Thirteen 
illustrations. ) D. F. Harbridge. 


Van der Hoeve, J. Scleromalacia per- 
forans. Arch. of Ophth., 1934, v. 11, 
Jan., pp. 111-118. 


The author reports four cases of this 
disease entity, which he states has not 
been previously described. It consists 
in degeneration of the sclera occurring 
with negative bacteriologic findings, 
and resulting in development of holes 
of varying size in the sclera, over which 
the conjunctiva may be _ present, 
atrophic, or absent. It is often accom- 
panied by polyarthritis. Secondary 
clouding of the cornea and uveitis may 
ensue. It is more prevalent in middle 
and old age, has a slow onset and long 
duration. The holes are not restricted 
to any special part of the sclera. (Draw- 
ings and photographs.) 

J. Hewitt Judd. 


7. UVEAL TRACT, SYMPATHETIC 
DISEASE, AND AQUEOUS HUMOR 
Andrade, Lopes de. Experiments on 

the influence of injuries of the eye on 
localization of focal phenomena from 
tubercle bacilli introduced into the 
blood stream, and remarks on the ques- 
tion of sympathetic ophthalmia. Klin. 
M. f. Augenh., 1934, v. 92, March, p. 
350. (IIl.) 


Under narcosis the right eyes of 
thirty-eight rabbits were freely scari- 
fied in the ciliary region, and imme- 
diately or from six to twenty-four 
hours later intravenous injections of 
tubercle bacilli were given. The left 
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eyes were left intact for control. Fif- 
teen animals showed positive, twenty- 
three negative results, indicating that 
injuries of the ciliary region had a 
marked but numerically not a predomi- 
nant influence on the localization of tu- 
berculosis in the injured eye. Out of 
the fifteen positive cases the injured 
right eye was affected fourteen times, 
the intact left eye nine times. Without 
exception the process in the injured 
right eye was much more intense than 
in the uninjured left eye. Disease of the 
injured eye is not a prerequisite for par- 
ticipation of the uninjured eye. While 


the clinical and histological changes’ 


were in every case characteristic of 
true tuberculosis, the experiments gave 
no indication that human sympathetic 
ophthalmia might be due to tuberculo- 
sis. C. Zimmermann. 


Franta, Jiri. Penetration of the 
fluorescein in the anterior chamber of 
the normal and the pathological eye. 
Ceskoslovenska Ofthalmologie, 1933, 
v. 1, no. 2. pp. 76-86. 

Using a slitlamp, filtration of fluo- 
rescein into the anterior chamber was 
observed in thirty-two normal and 
pathologic eyes. Two c.c. of ten percent 
sodium-fluorescein was injected sub- 
cutaneously. Progress was graphically 
recorded colorimetrically to show the 
length of time of various degrees of 
coloring of the aqueous. In normal eyes 
the first traces of coloring appeared 
within 50 to 60 minutes, distinct color- 
ing after 60 minutes. In eyes with optic- 
nerve or retinal changes, the time of 
appearance of fluorescein was normal. 
In uveitis the appearance of fluorescein 
was noticeably accelerated, the first 
signs of coloration being recorded in 
5 to 30, distinct coloration in 30 to 40, 
and intense coloration in 20 to 50 min- 
utes. In congenital uveal changes (for 
example, aniridial) the appearance of 
fluorescein was delayed. In a case of 
primary glaucoma acceleration was ob- 
served, somewhat less than in uveitis. 
In nine out of ten retinal detachments 
a rather strong acceleration was ob- 
served, the first traces of coloration in 
15 to 30, distinct coloration in 30 to 40, 
and intense coloration in 40 to 60 min- 
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utes. In retinal detachment of traumatic 
and inflammatory origin, the accelera- 
tion was greater than in myopic detach- 
ment. In reattachment following opera- 
tion, delayed appearance of fluorescein 
was observed, although somewhat more 
accelerated than in the normal eye. In 
almost all patients with detachment the 
normal eye showed accelerated filtra- 
tion. G. D. Theobald. 


Igersheimer, J. Pathology of tuber- 
culosis of the anterior uvea. Arch. of 
Ophth., 1934, v. 11, Jan., pp. 119-132. 


This study is based on cases reported 
in the literature in which a histologic 
examination was made, together with 
fifteen cases observed personally. Clin- 
ically the cases are separated into three 
groups: (1) acute and subacute. (2) 
chronic and recurrent, (3) special 
types. The characteristics of each are 
outlined and well illustrated by photo- 
micrographs. Studies of sixty-seven 
cases according to age showed a much 
greater incidence of caseation or necro- 
sis, hypopyon, and perforation of the 
globe in the first decade, indicating 
greater hypersensitivity expressed by 
abundant exudation with or without 
caseation. As immunity increases there 
is greater cellular productivity. His- 
tologic examination not only explains 
pathogenesis but adds valuable infor- 
mation as to prognosis and therapy. 

J. Hewitt Judd. 


Majoros, J. The action of intravenous 
sodium salicylate in eye disease. Zeit. 
f. Augenh., 1934, v. 83, March, p. 16. 


The author gives not less than one 
gram and usually two grams of sodium 
salicylate in ten percent solution intra- 
venously, as much as three times daily 
but not for longer than one week. A 
rise of temperature usually follows the 
injection. Albuminuria is rare. The au- 
thor gives his experience with eighteen 
patients afflicted with iritis and cyclitis. 
Severest pain is dulled and usually 
disappears in a few minutes after the 
injection. The pupil dilates more read- 
ily and the aqueous becomes clearer. 
The injections are also effective in con- 


trolling pain in glaucoma. 
F. H. Haessler. 
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Mann, Ida. Persistence of capsulo- 
pupillary vessels as a factor in the pro- 
duction of abnormalities of the iris and 
lens. Arch. of Ophth., 1934, v. 11, Jan., 
pp. 174-182. 

Six cases are described illustrating 
some of the various types of anomaly 
which are produced by overdevelop- 
ment or undue persistence of the cap- 
sulopupillary vessels alone, together 
with the embryologic explanation of the 
findings in each. The author points out 
that the persisting vessel may occur in 
any situation and may produce a gap 
or notch in either the ectodermal or the 
mesodermal portion of the iris or in 
both. Remnants of the pupillary mem- 
brane are present. Usually there is a 
gap in the zonule and a notch in the 
margin of the lens, and often an opac- 
ity of the lens in the region of the 
coloboma. In some cases a persisting 
vessel may be seen, but usually it has 
atrophied after producing the anoma- 
lies. (Drawings.) J. Hewitt Judd. 


Moreu, A. Treatment of tuberculous 
iridocyclitis by anterior chamber auto- 
hemotherapy. Arch. de Oft. Hisp.- 
Amer., 1933, v. 33, Dec., p. 699. 


Schieck’s method was applied to two 
cases with excellent results: disappear- 
ance of precipitates, clearing of vitre- 
ous, and recovery of vision from count- 
ing fingers to 20/20 in one and 20/40 
in the other, after four injections in the 
course of six weeks. The second case 
was complicated by pustuliform kera- 
titis. The blood disappeared from the 
anterior chamber in five days. The in- 
jection in the first case was done with 
a needle, in the second with a canula 
after paracentesis. The latter method 
was found more convenient and no es- 
cape of blood was observed after it. 

M. Davidson. 


Pacalin, G. The use of atropin and 
paracentesis in the treatment of irido- 
cyclitis with intraocular hypertension. 
Ann. d’Ocul., 1934, v. 171, March, pp. 
237-244. 


The cause was believed to be dental. 
Miotics were used without success. 
Atropin was substituted and the glau- 
coma was controlled by ten corneal 
punctures. H. Rommel Hildreth. 


Pagés, R. Iridocyclitis during the 
course of amebic dysentery. Folia 
Ophth. Orientalia, 1933, v. 1, July-Sept., 
p. 305. 

The author describes a case of amebic 
dysentery in which each flare-up of the 
disease was accompanied by _ irido- 
cyclitis with hypopyon. Treatment with 
emetin and yatren 105 resulted in cure 
of both conditions. The author believes 
the iridocyclitis was of amebic nature. 

Phillips Thygeson. 


Panico, E. Concretions of the lamina 
vitrea of tke choroid. Boll. d’Ocul., 
1933, v. 12, May, pp. 411-429. 

Concretions of the lamina vitrea were 
found in eleven eyes which had been 
enucleated for atrophy of the eyeball, 
epithelioma or melanosarcoma of the 
limbus, severe infection of the cornea, 
or iris cyst. They were formed of 
hyaline and granular substance and 
lined by layers of degenerated cells of 
retinal epithelium. (Bibliography.) 

M. Lombardo. 


Rieger, Herwigh. Contribution to the 
knowledge of rare maldevelopments of 
the iris. 1. Membrana iridopupillaris 
persistens. Graefe’s Arch., 1934, v. 131, 
Sea. 

In each eye of a woman of twenty- 
eight years were glassy gray strings 
arising partly from the chamber angle 
and partly from the anterior surface of 
the iris, and extending to the posterior 
surface of the periphery of the cornea, 
where they ended in part as nodular 
thickenings and partly as a delicate 
glassy membranous layer. The iris gave 
the impression of being split into two 
separate layers. Each lens showed a 
shield-shaped opacity with central 
prominence at the position of the an- 
terior embryonal suture, while behind 
the central interval a triradiate, richly 
plumed or feather-crested cataract oc- 
curred. H. D. Lamb. 


GLAUCOMA AND OCULAR 
TENSION 
Duke-Elder, W. S., and Duke-Elder, 
P. M. Etiology of glaucoma. Arch. of 
Ophth., 1934, v. 11, Jan., pp. 49-57. 


The apparatus for raising intraocular ~ 


pressure and producing a_ vascular 


crisis in the eye is described. Experi- 
mental evidence is presented to show 
that stroking the iris with a cannula 
inserted into the eye produced a reac- 
tion similar to the “triple response” of 
Lewis in the skin; local dilatation of 
small vessels, increased permeability, 
and widespread vasodilatation or flare. 
Maximal miosis and increase in intra- 
ocular pressure also occurred. Libera- 
tion of a histamin-like substance in the 
eye may cause the acute vascular crisis 
in association with increased perme- 
ability of the intraocular vessels and 
with the rise of pressure which charac- 
terizes acute glaucoma. 


J. Hewitt Judd. 


Herbert, H. Supplementary note on 
iris inclusion for chronic glaucoma. 
Brit. Jour. Ophth., 1934, v. 18, March, 
p. 142. 

The author offers three important 
suggestions from his experience. Uncut 
iris prolapse rather remotely favors 
dangerous leaking in over-stretched 
tissue undergoing fibrosis. Straight ra- 
dial iris division assures permanent re- 
lief of tension. Reliable fibrosis is se- 
cured by addition of a measured irido- 
dialysis. Clinical observation indicates 
that the new tissue is of conjunctival 
origin, the proliferative stimulus com- 
ing from mildly irritative products of 
broken-down displaced iris tissue. 

D. F. Harbridge. 


Karasek, O. Prolapse of the retina 
into the anterior chamber after Elliot’s 
trephining in congenital hydrophthal- 
mos. Klin. M. f. Augenh., 1934, v. 92, 
March, p. 389. 

After trephining a very large hy- 
drophthalmic eye in a girl of seven 
years, total detachment of the retina 
and prolapse of a retinal fold into the 
anterior chamber occurred through a 
gap between the margin of the lens and 
the ciliary body, in consequence of too 
sudden evacuation of aqueous and of 
liquified vitreous. Subluxation of the 
lens, found afterward with the slitlamp, 
must at least partly have existed before 
operation, being attributable to enor- 
mous distension of the globe and rup- 
ture of the zonula, as indicated by 
tremulousness of the iris observed pre- 
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vious to operation. Two months later 
no prolapse was visible, the retinal fold 
having apparently retracted behind the 
lens. The whole retina, however, was 
detached, yet a tear could not be seen. 
C. Zimmermann. 


Malkin, B. On orbital injections of 
alcohol. Zeit. f. Augenh., 1934, v. 82, 
Feb., p. 286. 


Retrobulbar injection of alcohol is 
an easy method of controlling pain. 
Through a platinum needle four centi- 
meters long one c.c. of a two percent 
solution of novocaine with adrenalin 
is injected and the needle is left in place. 
Eight to ten minutes later one to three 
cubic centimeters of alcohol are in- 
jected. In the blind eye eighty percent 
alcohol is used, when there is still some 
vision, forty percent alcohol. The initial 
pain caused by the alcohol may be con- 
trolled with morphine. The muscle 
paralyses produced by the alcohol are 
transient, though ptosis may last for 
three months. F. H. Haessler. 


Mussabeili, U. Pathologic anatomy 
of buphthalmos. Zeit. f. Augenh., 1934, 
v. 83, March, p. 27. 

Buphthalmos or secondary infantile 
glaucoma, as distinguished from con- 
genital hydrophthalmos or primary in- 
fantile glaucoma, is characterized not 
only by a dilatation of the whole eye- 
ball but by giant growth of its various 
parts and tissues. In the case studied 
by the author a fibroma keloid devel- 
oped, which he considers a reaction to 
the increased intraocular pressure. The 
tectonic processes in the eyeball do not 
cease with development of the staphy- 
loma. F. H. Haessler. 


Post, L. T. Levoglaucosan and 
epinephrin bitartrate in the treatment 
of glaucoma. Arch. of Ophth., 1934, v. 
11, Jan., pp. 187-193. 


The author reports eleven cases 
which illustrate the importance of these 
drugs as aids in the nonoperative treat- 
ment of chronic simple glaucoma. He 
finds that they are of little value in sec- 
ondary glaucoma, and of no value in 
acute glaueoma. Epinephrin bitartrate 
gave as good results as levoglaucosan, 
and it is cheaper and more easily ap- 
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plied. Amin-glaucosan was used in one 
case and caused such a reaction that 
the author has not repeated its use. 

J. Hewitt Judd. 


Rollin, A. Biomicroscopy of the lim- 
bus network. Arch. d’Opht., 1934, v. 51, 
Feb., p. 102. 


By means of two color plates and a 
diagram the description of the limbus 
vessels and lymphatics as they appear 
under the biomicroscope is clarified. 
This region is regarded as the site of 
communication between the anterior 
chamber and the surface conjunctiva. 
In acute glaucoma the vessels in this 
network are congested, but in chronic 
glaucoma there seems to be a perilimbal 
vascular sclerosis. Instillation of adren- 
alin appears to dilate the lymphatics, 
with outpouring of lymph. 

M. F. Weymann. 


Rycroft, B. W. The relationship of 
histamin and the intraocular pressure. 
Brit. Jour. Ophth., 1934, v. 18, March, 
p. 149. 


The problems investigated were the 
effect of histamin on the intraocular 
pressure of the normal eye and in the 
indentification of histamin in the 
aqueous in cases of acute glaucoma. 
The general properties of histamin are 
discussed, and its effects on the salivary 
glands, stomach, blood vessels, skin, 
muscles, and eye. The effects vary ac- 
cording to species. Injection into the 
eye of a cat will produce a rise of intra- 
ocular pressure independent of that due 
to its own volume. The presence of a 
vasotoxic substance in the aqueous in 
cases of acute glaucoma is indicated. 

D. F. Harbridge. 


Sondermann, R. My glaucoma theory 
and clinical experience of glaucoma. 
Klin. M. f. Augenh., 1934, v. 92, March, 
p. 313. 


Glaucoma is considered as an oph- 
thalmosclerosis. The ocular tension is 
determined by four factors: pressure 
in the capillaries of the uvea, osmotic 
blood pressure, production and drain- 
age of the aqueous. In senile eyes, in 
consequence of increased congestion 
and pressure on the vortex veins by 


sclerosis of the sclera, increased forma- 
tion and drainage of aqueous must fol- 
low. The author discusses the employ- 
ment of the fluorescein test in diagnos- 
ing the preliminary stages of glaucoma 
and in controlling operative results. 
New formation of bloodvessels may 
contribute to the operative results. 
C. Zimmermann. 


Towbin, B. G., Protopopow, B. W., 
and Urnishewskaja, W. S. The effect 
of operative intervention in one eye 
upon the intraocular tension of the 
other eye. Graefe’s Arch., 1934, v. 131, 
p. 554. 


Of ninety-one cases in which an op- 
eration, extraction of cataract, prelimi- 
nary iridectomy, discission, removal of 
capsule or cataract remains, enuclea- 
tion, extirpation of the lacrimal sac, 
iridectomy for glaucoma, or other op- 
eration, was performed on one eye, in 
fifty-eight a corresponding change was 
produced in the tension of the fellow 
eye. H. D. Lamb. 


9. CRYSTALLINE LENS 


Amstislavskii, L. Pfliiger-Hess cata- 
ract extraction and prophylaxis against 
iris prolapse. Sovietskii Viestnik Opht., 
1934, v. 4, pt. 1, p. 20. 

The statistics of the Odessa Medical 
Institute are used to show the effective- 
ness of peripheral iridectomy in pre- 
venting prolapse of the iris. Of 201 
simple extractions iris prolapse oc- 
curred in 13.5 percent. In 193 subse- 
quent cases peripheral iridectomy re- 
duced iris prolapse to 0.5 percent. 

Ray K. Daily. 


De Grosz, E. Extraction of cataracts. 
Arch. of Ophth., 1934, v. 11, Jan., pp. 
102-110. 


The author describes the instruments 
(illustrated), his technique of extra- 
capsular and intracapsular extraction, 
and the preoperative and after treat- 
ment as followed in his clinic in the 
University of Budapest, where during 
the past thirty years 14,000 operatiors 
for senile cataract were performed. At 
the present time a general attempt is 
being made to remove the lens in cap- 
sule, with success in about sixty per- 
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cent. The incidence of vitreous loss is 
only 1.8 to 1.5 percent greater than with 
the. extracapsular method. The inci- 
dence of infection and of loss of vitre- 
ous is decreasing because of improved 
technique which now includes retrobul- 
bar injection, akinesia, and superior 
rectus fixation. J. Hewitt Judd. 


Ellett, E. C. Cataract and tetany fol- 
lowing parathyroid disturbance. Arch. 
of Ophth., 1934, v. 11, ‘an., pp. 49-57. 

Two cases are reported in which tet- 
any cataract developed after operations 
for goiter. In a woman aged forty-four 
years, who developed severe tetany, 
posterior cortical cataracts formed and 
were removed with respective vision of 
5/6 and 5/7.5. A tendency to spon- 
taneous intraocular hemorrhage was 
present in the left eye. A woman of 
twenty-two years, after three opera- 
tions for goiter, developed tetany and 
zonular cataracts. These were removed 
with vision of 6/6 in each eye. 

J. Hewitt Judd. 


Elschnig, A. Intracapsular extraction 
in highly myopic eyes. Arch. of Ophth., 
1934, v. 11, Jan., pp. 64-66. 

The author reviews his method of 
extraction and points out that, although 
there is greater danger of vitreous pro- 
lapse, the results with the safety pro- 
cedures used are no worse than in em- 
metropic or hypermetropic eyes. The 
results in 136 cases are reported and 
compared with 258 cases in which ex- 
tracapsular extraction was done. This 
comparison shows the intracapsular to 
be superior with respect to all compli- 
cations. J. Hewitt Judd. 


Garcia Miranda, A. Contribution to 
study of ocular lesions due to naphtha- 
lin. Arch. de Oft. Hisp.-Amer., 1934, v. 
34, Feb., p. 76. 


The writer finds that the retinal le- 
sions appear within six hours, begin- 
ning in the periphery, that crystals 
form in the vitreous, presumed to be 
cholesterin, in from six to twelve days, 
and that opacification of the lens oc- 
curs much later. No changes indicative 
of iridocyclitis were noted. Blood 
studies showed no definite disturbance 


of metabolism of sugar, nitrogen, cal- 
cium, or cholesterin. From study of the 
urine the toxic agent cannot be identi- 
fied. Naphthalin cataract is considered 
as secondary to the retinochoroidal le- 
sions and therefore as cataracta «om- 
plicata. M. Davidson. 


Gradle, H. S. Intracapsular versus 
extracapsular extraction of cataract. 
Trans. Sec. on Ophth., Amer. Med. As- 
soc., 1933, p. 186. 


Comparison of the results of two 
hundred consecutive extractions of 
cataract, one-half by the Elschnig in- 
tracapsular method, and one-half by the 
extracapsular or capsulotomy method, 
shows but few differences, except in the 
matter of secondary needlings and in 
vitreous losses. Here the percentage is 
markedly in favor of the intracapsular 
method. The ideal cataract operation 
of today is Elschnig intracapsular ex- 
traction with a round pupil, but this op- 
eration is not for the casual operator. 
Less irritation follows the intracapsu- 
lar method, and the healing process is 
more rapid. (Nine tables, and discus- 
sion.) George H. Stine. 


Kaminskaja-Pavlova, A. Some se- 
quelae of intracapsular extraction. 
Sovietskii Viestnik Opht., 1933, v. 4, 
pt. 1, p. 14. 

Fifty-five cases of intracapsular ex- 
traction were subjected by the writer 
to slitlamp examination during their 
hospitalization period. All had folds in 
Descemet’s membrane, edema and par- 
tial absence of the corneal endothelium, 
and edema of the corneal stroma. In 
fifty percent the anterior chamber was 
filled with a fine pigment dust. Where 
a good deal of vitreous protruded into 
the anterior chamber its albumen 
stopped the normal currents in the an- 
terior chamber. Occasionally in appar- 
ently complete intracapsular extrac- 
tions fine capsular tags were seen in 
the wound. In the first postoperative 
days, hemorrhages in the vitreous and 
on its surface were seen frequently; 
vitreous opacities in the form of fine 
threads or fine dust were frequent; and 
the vitreous in the anterior chamber 
was invaded by pigment. The writer at- 
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tributes the corneal and pigment 
changes to mechanical traumatism to 
the cornea and iris by the tumbling 
lens. Ray K. Daily. 


Killmann. Congenital bilateral lens 
ectopia and arachnodactylia. Klin. M. 
f. Augenh., 1934, v. 92, March, p. 335. 
(Ill.) 

Seven cases of typical arachnodacty- 
lia and one atypical, in two females and 
six males, are described. The general 
symptoms consisted in high stature, 
dolichocephalus, long face, long chin in 
one, curvature of the spine in four, long 
hands and feet in all, drop foot and 
flexor contractures of the long fingers 
and toes in two, and congenital heart 
trouble. Muscles and adipose tissue 
were poorly developed in the majority. 
All had congenital bilateral lens ec- 
topia, four concomitant squint, one at- 
rophy of the stroma and the pigment 
layer of the iris, three changes in the 
fundi. Examinations of metabolism in 
three patients excluded hypophyseal 
affections, and roentgen rays showed 
no changes in size and structure of the 
sella turcica. Dominant hereditary 
transmission was objectively estab- 
lished in two and surmised in three pa- 
tients. Lues, alcoholism or consanguin- 
ity could not be proved. 

C. Zimmermann. 


Kirby, D. B. Cataract instrument 
with cylindric handle and better blades. 
Trans. Sec. on Ophth., Amer. Med. 
Assoc., 1933, p. 309. 

These matched cataract instruments 
were demonstrated by the author five 
years ago. Since then better blades have 
been devised. George H. Stine. 


Mann, Ida. Persistence of capsulo- 
pupillary vessels as a factor in the pro- 
duction of abnormalities of iris and 
lens. Arch. of Ophth., 1934, v. 11, Jan., 
pp. 174-182. (See Section 7, Uveal tract, 
sympathetic disease, and aqueous hu- 
mor. ) 


Mayer, L. L., and Luhan, J. A. Myo- 
tonia atrophica with cataract; report of 
three cases. Arch. of Neur. and Psych., 
1933, v. 30, Oct., p. 810. 


ABSTRACTS 


The literature and the three case re- 
ports are written up in detail. The au- 
thors regard myotonia atrophica as a 
distinct nosologic entity characterized 
by myotonia, muscular atrophy of se- 
lective distribution, and dystrophic ex- 
tramuscular phenomena, chief among 
which is a distinctive form of presenile 
cataract. The disease is probably 
heredofamilial, usually begins between 
the ages of eighteen and thirty-five 
years, and predominantly affects males. 
Certain recent observers have stressed 
a diminished calcium content of the 
blood, signs of latent tetany, and the 
cataract itself as implicating parathy- 
roid insufficiency. (Fifty-seven refer- 
ences. ) Ralph W. Danielson. 


Meesmann, A. Clinical observations 
of glassmaker’s cataracts and their re- 
lation to other types of cataract. Klin. 
M. f. Augenh., 1934, v. 92, March, p. 
289. (IIl.) 

Meesmann emphasizes that senile 
cataracts of the nucleus and cortex are 
not to be considered as consequences 
of capsular exfoliation, nor posterior 
polar opacity or the radial dotted infil- 
trations as preliminary stages of senile 
cataract. Sclerosis of the nucleus and 
senile opacities of the lens are much 
rather a clear expression of biologic 
senescence and senile decay of the !ens 
which create a predisposition to le- 
sions from the furnace radiations. 

C. Zimmermann. 


Neuman, J. Lentiglobus posterior. 
Klinika Oczna, 1933, v. 11, pt. 4, p. 384. 

Following the report of a case in an 
eight-year-old boy, the author suggests 
that since slitlamp microscopy shows 
the protrusion on the posterior surface 
of the lens to be globular and not coni- 
cal in form the term lenticonus should 
be changed to lentiglobus. He attrib- 
utes the pathogenesis of lentiglobus to 
occlusion of the branch of the hyaloid 
artery which nourishes the posterior 
pole of the lens, leading to softening 
and protrusion of the lens substance. 

Ray K. Daily. 


Nordmann, Jean. The present known 
facts concerning the problem of cata- 
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ract. Arch. d’Opht., 1934, v. 51, Feb., p. 
76. 

This is a very complete summary of 
the research done and facts known 
concerning the problem of cataract up 
to January, 1934. More research needs 
to be done upon cataractous lenses to 
compare the findings with those upon 
normal lenses. M. F. Weymann. 


Nugent, O. B. Cataract complications 
in relation to intraocular tension and 
blood pressure. A study of 2,200 cata- 
ract extractions. Trans. Sec. on Ophth., 
Amer. Med. Assoc., 1933, p. 220. 


In this analysis it appears that the 
intraocular tension is a better sign to 
indicate oncoming trouble than a study 
of the blood pressure. In choroidal 
hemorrhages the average intraocular 
tension was found to be increased while 
the blood pressure was below the av- 
erage. The intraocular tension is not de- 
pendent on the blood pressure. Routine 
tonometry and blood pressure meas- 
urement before operation are of great 
importance. (Two tables and discus- 
sion, ) George H. Stine. 


Nugent, O. B. Oral vacuum control 
valve and modified Green’s suction cup. 
Trans. Sec. on Ophth., Amer. Med. As- 
soc., 1933, p. 307. 


With this oral vacuum control valve 
the Barraquer erisiphake is unneces- 
sary, and the foot control of the Green 
cup is replaced by a valve cup to be 
placed in the operator’s mouth where 
touching the tongue to the valve stops 
the flow of air through the valve and 
creates the vacuum. The danger of un- 
toward movement of the operator’s 
hand or body is in this way eliminated. 
(One illustration.) 

George H. Stine. 


Parker, W. R. Comparative results 
in the extraction of senile cataracts, 
using the combined, simple, and 
Knapp-T6rék intracapsular methods. 
Arch. of Ophth., 1934, v. 11, Jan., pp. 
183-186. 


This is a report of a study of com- 
parative results obtained by the com- 
bined, simple, and intracapsular meth- 
ods of cataract extraction, in 150 cases 


each. The combined method was used 
in private cases, the simple in both pri- 
vate and clinic cases, and the intra- 
capsular in clinic cases. The results are 
tabulated as to vision, complications, 
pathologic conditions, and secondary 
cataracts. The combined method 
showed a lower percentage of compli- 
cations and a higher percentage of good 
visual results. J. Hewitt Judd. 


Pischel, D. K. Comparative end re- 
sults in the intracapsular and extra- 
capsular operations for the removal of 
senile cataracts. Amer. Jour. Ophth., 
1934, v. 17, April, pp. 326-333. 


Schnyder, W. F. The body tempera- 
ture of furnace men in a rolling mill. 
Graefe’s Arch., 1934, v. 131, p. 611. 

Temperatures taken by rectum in 
ten furnace men showed an average in- 
crease of temperature of 0.6°C., after 
exposure to the heat of their work. The 
corresponding amount reported by 
Goldmann was 1.35°C. There is there- 
fore no basis for considering industrial 
hyperthermia as causing heat cataract. 


H. D. Lamb. 


10. RETINA AND VITREOUS 

Bailliart, P. Capillaritis and lacunar 
lesions of the retina. Ann. d’Ocul., 1934, 
v. 171, Feb., pp. 97-126. 

The author groups together a num- 
ber of retinal cases of the retinitis 
circinata type having small punctate 
lesions in the region of the posterior 
pole. The lesions are degenerative in 
type, appearing under the microscope 
as spaces in the inner nuclear layer of 
the retina. It is believed that the pri- 
mary disturbance is spasmodic oblitera- 
tion of the capillaries. The belief is 
strengthened by clinical improvement 
following the use of acetylcholine. 

H. Rommel Hildreth. 


Caeiro, J. A., Malbran, J., Balza, J. 
Treatment of retinitis pigmentosa by 
cervicothoracic sympathectomy. Arch. 
de Oft. de Buenos Aires, 1933, v. 8, 
Nov., pp. 508-520. 

The authors have treated five cases 
by unilateral cervicothoracic sympa- 
thectomy. They report that in all of 
the cases vision was improved after the 
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operation, in some of them to a consid- 
erable degree, although the pathologic 
changes were advanced. 

R. Castroviejo. 


Gil, R. R., Adrogue, E., and Courtis, 
B. Some ophthalmoscopic changes in 
general hypertension. Arch. de Oft. de 
Buenos Aires, 1933, v. 8, Nov., pp. 521- 
530. 

The authors discuss briefly some of 
the changes found in the vessels of the 
fundus in cases of increased general 
blood pressure with or without gen- 
eralized arteriosclerosis. (Three photo- 
graphs.) R. Castroviejo. 


Gresser, E. B. A modified electro- 
diathermic technique for retinal detach- 
ment. Amer. Jour. Ophth., 1934, v. 17, 
April, pp. 340-344. 


Hulla and Masek. Study of capil- 
laries in detachment of the retina. 
Ceskoslovenska Ofthalmologie, 1933, v. 
1, no. 2, pp. 72-76. 

In nineteen cases of detached retina 
the capillaries were studied according 
to Lombard’s method. Thirteen cases 
showed marked vasoneurotic changes. 
In four cases the changes were not 
quite convincing and in two cases the 
capillaries showed no changes. The au- 
thor concludes that vasoneurosis plays 
a very prominent part in detachment 
of the retina. G. D. Theobald. 


Kadlicky, R. The operative treatment 
of detachment of the retina. Ceskoslo- 
venska Ofthalmologie, 1933, v. 1, no. 
2, pp. 61-65. 

The author reports sixty-two opera- 
tions. In the beginning he used Gonin’s 
operation, later electrocoagulation in 
different ways. Operating, without se- 
lection, on all cases of detachment, he 
obtained a cure in 31.9 percent. 

His best results were from contigu- 
ous perforated spots of coagulation de- 
limiting the diseased part of the retina 
from the healthy, by means of a needle- 
electrode with a current of 40 to 50 
ma. He thinks the tear only a symptom 
of the most diseased part of the retina 
and that the adjacent retina is also dis- 
eased. * G. D. Theobald. 


Kurz, Jaromir. Two cases histologi- 
cally examined after Gonin’s operation. 
Ceskoslovenska Ofthalmologie, 1933, v. 
1, no. 2, pp. 66-71. 

In the first case, the eye was enucle- 
ated three years after ignipuncture, on 
account of progressive atrophy of the 
eyeball; in the second case three 
months after operation, on account of 
a sarcoma of the choroid. These ana- 
tomical examinations show that igni- 
puncture is a relatively severe pro- 
cedure, for it leads to formation of scar 
tissue around the cauterized area, and 
numerous connective tissue bands ex- 
tend from the cauterized area radially 
into the vitreous. In the second eye 
these bands passed down through the 
vitreous up to the ciliary processes and 
the posterior surface of the lens. Such 
bands might later detach the retina. 

G. D. Theobald. 


Lindner, K. Prevention of spontane- 
ous retinal detachment. Arch. of 
Ophth., 1934, v. 11, Jan., pp. 148-158. 

To illustrate the mechanical forces 
which cause detachment in the pres- 
ence of a flap-hole of the retina, the au- 
thor describes a model consisting of a 
round glass flask lined with a layer of 
celloidin containing aluminum powder 
to render it visible. The flask, filled 
with 1 to 1.5 percent gelatin solution 
and rotated suddenly and stopped sud- 
denly, demonstrates the mechanical 
shock which the author feels is respon- 
sible for the formation of the flap-hole 
by the partially detached or liquified 
vitreous always present in spontaneous 
retinal detachment. He believes that 
there is a reversed stream of intraocu- 
lar fluid which moves from the ciliary 
body toward and through the retinal 
hole and causes the neighboring vitre- 
ous to diminish in volume and so to 
draw the adherent retina inward. Im- 
mobilization of the eyeball would pre- 
vent the formation of flap-holes and de- 
tachments and, while holes caused by 
retinal degeneration cannot be pre- 
vented, the beginning of the detachment 
can be prevented by immobilization. 
Stenopaic spectacles are suggested as 
a practical way to limit motion. 

J. Hewitt Judd. 
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McKee, S. H. Observations on the 
fundus oculi in diabetes mellitus. Can- 
adian Med. Assoc. Jour., 1933, v. 24, 
Nov., p. 520. 

The author admits that there is a 
marked similarity between diabetic, 
renal and arteriosclerotic retinitis, but 
traces differential diagnosis as_ to 
patches of retinal exudate, the star fig- 
ure, the shape of retinal hemorrhages, 
and retinal pigment spots. (Nine refer- 
ences. ) Ralph W. Danielson. 


Magitot, A. The subretinal fluid in 
idiopathic detachment of the retina. 
Arch. of Ophth., 1934, v. 11, Jan., pp. 
159-173. 


After reviewing previous chemical 
studies on the subretinal fluid, the au- 
thor reports the results of his studies 
on the sugar, chloride, and albumen 
content in twenty-four specimens. In 
six cases similar determinations were 
made on the aqueous. The chemical 
composition resembles that of an exu- 
date except that the albumen and sugar 
contents are higher than in blood serum. 
The high content of solids indicates 
the presence of products of cell disin- 
tegration. Such degeneration of the vis- 
ual cells would explain persistent vis- 
ual deficiency in otherwise successfully 
operated cases. The author states that 
when the retina has retained its gly- 
colytic function very litle sugar is found 
in the retinal fluid, while if this physio- 
logic function is lost larger amounts are 
present. Hence the percentage of sugar 
in the retinal fluid may indicate the 
functional state of the retina and favor 
more exact prognosis. (Two illustra- 
tions. ) J. Hewitt Judd. 


Meyerbach, Fritz. Retinitis pigmen- 
tosa and internal secretions. Folia 
Ophth. Orientalia, 1933, v. 1, July- 
Sept., p. 317. 

Striking results were obtained with 
organotherapy. The progress is illus- 
trated by visual field studies. 

Phillips Thygeson. 


Michail, D. Retinal folds caused by 
a frontal sinus mucocele. Ann. d’Ocul., 
1934, v. 171, Feb., pp. 126-138. 


A woman aged fifty-six years had had 


increasing exophthalmos of the left eye 
for about six years. The eye was pushed 
downward and outward and was flat- 
tened from above as shown by astigma- 
tism and horizontal retinal folds run- 
ning temporalward from the disc. After 
removal of the mucocele there was a 
slight enophthalmos. The astigmatism 
persisted but the retinal folds largely 
disappeared. In such cases the retina 
tends to return to normal more readily 
than the cornea. 
. H. Rommel Hildreth. 


Sobanskii, J., and Szezeniowski, J. 
The relation of the intraocular venous 
tension to intracranial pressure. Klinika 
Oczna, 1933, v. 11, pt. 1, p. 369. 


After cocainizing the eye and taking 
the tension, the pressure at which a ven- 
ous pulse appeared was determined 
with an ophthalmodynamometer. This 
was followed by spinal puncture. From 
the findings in seventy-five cases the 
author concludes that the venous pulse 
is caused by transmission of the arte- 
rial wave by the retinal capillaries ; that 
the venous retinal tension is related to 
the intracranial tension, and that the 
pressure at which a venous pulse ap- 
pears indicates the intracranial pres- 
sure, further that in all cases of elevated 
intracranial pressure, with or without 
choked disk, the diastolic arterial ret- 
inal tension is also elevated. 

Ray K. Daily. 


Stine, G. H. Tables for accurate ret- 
inal localization. Amer. Jour. Ophth., 
1934, v. 17, April, pp. 314-324. 


11. OPTIC NERVE AND TOXIC 
AMBLYOPIAS 

Batrachenko, P., and Aksalonova, T. 
Diathermy in the treatment of ocular 
diseases. Preliminary communication. 
Sovietskii Viestnik Opht., 1934, v. 4, 
pt. 1, p. 36. 

This is a report of two cases of post- 
neuritic atrophy improved by treatment 


with diathermy. (Photographs of visual 
fields. ) Ray K. Daily. 


Cormack, H. S., and Anderson, 
L. A. P. Bilateral papillitis following 
antirabic inoculation: recovery. Brit. 
Jour. Ophth., 1934, v., 18, March, p. 167. 
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The sight of a female aged thirty- 
one years had begun to be dim nine 
days before observation. Right vision 
was 6/36, left vision light perception. 
Each eye showed papillitis of from 1.5 
to 2 diopters. Under treatment full 6/5 
vision was obtained at the end of two 
months. The left eye showed a small 
scotoma. Only several weeks after dis- 
charge from the hospital was it casu- 
ally discovered that sight had begun 
to fail five or six days after the last and 
twenty-two days after the first of a 
series of antirabic injections. 

D. F. Harbridge. 


Mylius, K. A meningioma of the ol- 
factory groove, a tumor of especial im- 
portance to the oculist. Zeit. f. Augenh., 
1934, v. 82, Feb., p. 257. 

The diagnosis of this condition is 
based on the presence of (1) anosmia, 
(2) degenerative descending optic 
atrophy usually with central scotoma 
on the same side as the lesion, (3) con- 
tralateral papilledema, and (4) in later 
stages other frontal lobe symptoms. In 
differential diagnosis one must consider 
basal glioma, in which general tumor 
manifestations, headache, vertigo, 
vomiting, apraxia, static ataxia, and 
motor aphasia occur much earlier than 
in olfactory groove tumors. Gliosar- 
coma, because of its rapid. growth, is 
less apt to cause diagnostic difficulties. 

Meningioma arising in the tubercu- 
lum sellae may proliferate along the 
base of the frontal lobe, but usually the 
disturbances of smell develop after 
other symptoms, and pressure caused 
on the chiasm often produces heterony- 
mous hemianopic field defects. Other 
brain tumors which cause some of the 
symptoms that might suggest olfactory 
groove meningioma, because of the 
pressure on the chiasm caused by di- 
lated recesses of the third ventricle, 
usualiy cause no disturbance of smell. 
Roenitgenograms and lumbar punctures 
may give some diagnostic help. 

F. H. Haessler. 


Prister, B. Attempt at treatment of 
optic nerve atrophies. Boll. d’Ocul., 
1933, v. 12, May, pp. 480-507. 

Acetylcholine, a dilator of peripheral 
blood vessels, has been used in spasm 
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and obliteration of retinal vessels, 
chronic glaucoma, retrobulbar neuritis, 
and visual disturbances of central ori- 
gin. The writer used it with good result 
in seven cases of optic atrophy, two of 
which were of tabetic origin. He con- 
cludes that it may be safely used intra- 
orbitally, has low toxicity, and acts in 
small doses. (Bibliography. ) 
M. Lombardo. 


Ray, N. N. Chronic retrobulbar neur- 
itis and amblyopias of toxic origin. A 
new method of treatment, Brit. Jour. 
Ophth., 1934, v., 18, March, p. 170. 

The treatment was used in poisoning 
by heavy metals and in acute infectious 
diseases. No cases of tobacco or qui- 
nine amblyopia were included, and the 
method is contraindicated in chronic 
retrobulbar neuritis, disseminated scle- 
rosis, diabetes, nephritis, or syphilis, 
unless there is a negative Wassermann 
following antiluetic treatment. Long 
addiction to alcohol is also dangerous 
to use of the method. The patient is 
given in the gluteal region a course of 
six deep intramuscular injections of 
“contramine,” 0.05 to 0.25 gm. (accord- 
ing to age), every forty-eight hours. 
The drug is an organic sulphur com- 
pound. This is followed with a mixture 
of glycerophosphates and strychnine. 
The author claims remarkable results 
in over 150 cases. 

D. F. Harbridge. 


Sawhney, M. R. Oxycephaly in broth- 
ers. Brit. Jour. Ophth., 1934, v., 18, 
March, p. 169. 

Both cases presented bilateral ex- 
ophthalmos and marked ptosis. The 
eyes were fixed in the median line, with 
complete inability to move in any di- 
rection. No familial evidence of the 
trouble was obtained. Field, vision, and 
fundus examinations were normal. In- 
telligence was normal for their class. 

D. F. Harbridge. 


Schweinitz, G. E. de, and DeLong, 
Perce. Blindness and papilledema in 
Guernsey calves. Arch. of Ophth., 1934, 
v. 11, Jan., pp. 194-213. 

The ocular findings and complete au- 
topsy report of this condition in a fe- 
male Guernsey calf are presented. The 
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authors discuss the frequency, breeds 
affected, sex, onset of blindness, varia- 
tions in the ophthalmoscopic picture of 
reported cases, histopathology, and im- 
portance of heredity and other etiologic 
factors, such as food poisoning. (Photo- 
micrographs and photograph.) 
J. Hewitt Judd. 


Volfkovich, M. Remarks on endona- 
sal treatment in visual disorders. Sovi- 
etskii Viestnik Opht., 1933, v. 3, pt. 1, 
p. 30. 

In four patients with enlargement of 
the blind spot and normal vision, ane- 
mia of the nasal mucous membrane 
produced within one hour considerable 
diminution in the size of the blind spot; 
but after one to two hours the blind 
spot enlarged again. In three of these 
four cases a like contraction of the 
blind spot followed application of a 
2 ma. galvanic current for ten minutes; 
the positive pole to the middle turbin- 
ate and the negative in the patient’s 
hand. Similar effect on the enlarged 
blind spot was produced in a case of 
retrobulbar neuritis with central sco- 
toma, diminished vision, and negative 
nasal findings. In a second such case 
anemia of the nasal mucous membrane 
and the galvanic current were ineffec- 
tive. 

The author regards his cases of retro- 
bulbar neuritis without demonstrable 
nasal pathology, but which improved af- 
ter surgical intervention in the nasal 
sinuses, as cases of reflex neurosis; 
the improvement being a reflex result 
of the nasal hemorrhage and of section 
of the terminal nerve endings. 

Ray K. Daily. 


Wirtschafter, Z. T. Toxic amblyopia 
and accompanying physiological dis- 
turbances in carbon tetrachloride in- 
toxication. Amer. Jour. Pub. Health, 
1933, v. 23, Oct., p. 1035. 

Five case reports are given. This am- 
blyopia is characterized by concentric 
constriction of all the color fields, with- 


out central scotomata. With cessation 
of exposure, and a high calcium and 
dextrose diet, the amblyopia rapidly 
disappears. Routine examination of the 
visual fields of workers exposed to the 
vapor of carbon tetrachloride is sug- 
gested to detect intoxication at an early 
stage. (Six references.) 
Ralph W. Danieison. 


12, VISUAL TRACTS AND CENTERS 


Avalos, E. Retrospective diagnosis 
of a case of ocular hysteria. Rev. Cu- 
bana de Oto-Neuro-Oft., 1933, v. 2, 
Sept.-Oct., p. 239. 

A girl of sixteen years had sudden 
blindness of the right eye after loss of 
accommodation of one month duration. 
After five weeks observation and treat- 
ment, with a variety of diagnoses, 
among them that of late sympathetic 
ophthalmia, vision and accommodation 
suddenly returned after three days 
treatment with liver. Reference is made 
to the Gonzalez case in a previous num- 
ber (see American Journal of Oph- 
thalmology, 1933, volume 16, p. 1123) 
and the conclusion is arrived at that, in 
the absence of other cause, sudden 
blindness, paralysis, spasm or contrac- 
ture should make one think of hysteria. 

M. Davidson. 


Cohen, L. H., Hilgaard, E. R., and 
Wendt, G. R. Sensitivity to light in a 
case of hysterical blindness studied by 
reinforcement-inhibition and condition- 
ing methods. Yale Jour. Biol. and Med., 
1933, v. 6, Oct., p. 61. 

Using reinforcement and inhibition 
of eyelid reflexes, aided by conditioned 
eyelid reactions and conditioned verbal 
reactions, visual stimuli were elicited 
in the blind area of a hysterical patient. 
These results contrast with those pre- 
viously reported for a case of organic 
hemianopsia, in which visual stimuli 
in the blind field elicited no response. 
The case history of a patient on whom 
data were worked out is given. (Bib- 
liography.) Ralph W. Danielson. 
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NEWS 


ITEMS 


News items should reach the Editor by the twelfth of the month. 


Deaths 


Dr. William Crissy Kellogg, of Augusta, 
Ga., died February 14 of pneumonia, at the 
age of fifty-nine years. 

Dr. John Sabert Mott, of Kansas City, 
Mo.; aged eighty-nine years; died January 
7 of acute dilatation of the heart. 

Dr. Josiah Wellington Crane of Trenton, 
N.J.; aged fifty-six years; died February 18 
of gastro-intestinal fistula and broncho- 
pneumonia. 

Dr. Monroe David Reese, of Lebanon, 
Penn.; aged thirty-seven years; died March 
22, of carcinoma. 

Dr. Snow Parker Freeman Cook of Glou- 
cester, Mass.; aged seventy-one; died April! 
6, of ulcerative colitis and cerebral hemor- 
rhage. 

Dr. Armin Nettle, of New York; aged 
fifty-seven years; died February 19, of ar- 
teriosclerosis and coronary thrombosis. 


Miscellaneous 


The Leslie Dana Gold Medal, awarded 
annually for outstanding achievements in the 
prevention of blindness and the conserva- 
tion of vision, was presented to Dr. F. de 
Lapersonne, noted French ophthalmologist 
and president of the International Associa- 
tion for Prevention of Blindness, at the 
i meeting ot the Association on May 

Dr. de Lapersonne is the second European 
to be awarded this highly prized recognition; 
the late Ernest Fuchs of Vienna received it 
in 1929. A selection for the honor is made 
each year by the American National Society 
for the Prevention of Blindness in co-opera- 
tion with the St. Louis Society for the Blind, 
through which the medal is offered by Mr. 
Leslie Dana of St. Louis. 

The United States was represented at to- 
day’s meeting by Lewis H. Carris of New 
York City, Managing director of the Ameri- 
can National Society for the Prevention of 
Blindness, and Dr. Park Lewis of Buffalo, 
N.Y., vice-president of both the American 
Society and the International Association. 
Dr. Park Lewis, who had received the Leslie 
Dana Medal himself in 1928, made the pres- 
entation to Dr. de Lapersonne. He also 
brought the warm greetings of the Ameri- 
can Ophthalmological Society and the 
American Academy of Ophthalmology and 
Otolaryngology to their French colleagues. 

“The scientific achievements of your sur- 
geons,” said Dr. Lewis, “are recognized 
throughout the world; none stand higher in 
eminence. Our two republics have much in 
common and we welcome an opportunity 
which brings us into closer relations and 
understanding. May I ask you to accept this 
disc of gold, Professor de Lapersonne, not 
because of its intrinsic value, but as a sym- 
bol of the deep affection in which your coun- 
try is held by ours, a friendship which we 
trust may be endless, and for the deep re- 
gard which we hold for you, yourself.” 

The conditions of the Leslie Dana Medal 
award set forth that it is to be made for 
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“long meritorious service for the conserva- 
tion of vision in the prevention and cure of 
diseases dangerous to eyesight; research and 
instruction in ophthalmology and allied sub- 
jects; social service for the control of eye 
diseases; and special discoveries in the do- 
main of general science or medicine of ex- 
ceptional importance in conservation of 
vision.” 


The American Association of Hospital 
Social Workers and The National Society 
for the Prevention of Blindness presented a 
program on “Social service in eyesight con- 
servation” on May 24, 1934, in Kansas City, 
Missouri. Dr. William M. James of Saint 
Louis, spoke on “The role of medical social 
service in preventing blindness,” Miss 
Dorothy Hosford, of Pittsburgh, on “Pos- 
sibilities for sight conservation in commun- 
ity work” and Miss Eleanor Lee Hearon, of 
Denver, on “Possibilities of sight conserva- 
tion in hospital work.” 


The twelfth annual meeting of the Colo- 
rado Congress of Ophthalmology with its at- 
tendant graduate course in ophthalmology 
and otolaryngology will be given in Denver 
from July 23 to August 4 inclusive. The first 
week will be devoted entirely to ophthal- 
mology and the second, entirely to otolaryn- 
gology. The guest speakers will be Drs. San- 
ford R. Gifford, Chicago; Frank E. Burch, 
Minneapolis; Edward Cecil Sewall, San 
Francisco; Isidore Friesner, New York 
City; and Gordon B. New, Rochester, Minn. 
The fee for the course is fifty dollars and 
application for registration should be made 
to Dr. H. L. Whitaker, 1234 Republic Bldg., 
Denver. 

Societies 


At the April 9 meeting of the Tennessee 
Academy of Ophthalmology and Otolaryn- 
gology held at Chattanooga the following 
officers were elected for 1934-35: President, 
Dr. Eugene Orr, Nashville; Vice-President, 
Dr. G. W. Burchfield, Maryville; Secretary- 
Treasurer, Dr. W. D. Stinson, Memphis. 


Personals 


At the May meeting of the New York 
Academy of Medicine Dr. Arthur J. Bedell 
of Albany delivered the Hermann Michael 
Biggs Memorial Lecture on “Causes and 
Prevention of Blindness.” 

A recent banquet, honoring Dr. Williams 
Evans Bruner, given by his friends and as- 
sociates, officially marked the completion of 
his forty years of service as Ophthalmologist 
for the University Hospitals of Cleveland 
and Western Reserve University Medical 
School. Among the speakers were: Dr. 
George E. de Schweinitz of Philadelphia, 
former teacher of Dr. Bruner: Dr. Walter 
Parker of Detroit, a classmate of Dr. Bruner: 
Dr. Charles F. Thwing, president emeritus of 
Western Reserve University; Dr. Torald 
Solimann, dean of the School of Medicine, 
Western Reserve University and Dr. Fred C. 
Waite. 
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